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INTRODUCTION TO THE PORTFOLIO
This portfolio represents the culmination and celebration of three years counselling 
psychology training, submitted for the practitioner doctorate in Psychotherapeutic and 
Counselling Psychology. It contains a selection of academic, therapeutic and research 
papers, organised into three dossiers. Before detailing the contents of these dossiers, it 
seems appropriate to provide the reader with some background information, including 
my reasons for training, relevant experiences and personal beliefs to help set my work 
and development in context.
Personal background
It is curious to reflect on the aspects that influenced my decision to train as a 
counselling psychologist. A mixture of curiosity itself, unconscious longings, natural 
aptitude, ‘chance’ encounters and deliberate decisions, all woven together to bring me 
to this point in time. In one sense, training as a counselling psychologist is just one of 
the many career routes I considered, along with acting, dancing and event organising! 
In another sense, it is hard to imagine doing anything other than what has now become 
part of my identity and future direction.
Looking back, I cannot remember a time when I have not been thoughtful about how 
and why people feel, think and do what they do. Understanding another person’s 
mind, entering into what they feel, and in turn understanding my own processes more 
sensitively, is something for which I have always instinctively striven. In addition to 
this curiosity, I also grew up with an appreciation of the importance and value of 
helping those who were suffering with mental health difficulties. This was largely the 
result of witnessing the consideration and compassion of my parents towards those in 
need, as well as the particular influence of my mother who has worked for many years 
as a psychiatrist. It was on the basis of my innate interest, my awareness of 
psychological distress and a desire to respond effectively to people’s needs that I 
chose to study psychology at university.
Whilst I enjoyed my degree, there was very little on elinical praetiee or the subtleties 
of individual human experience and in this sense, it was not the ‘psychology’ I was 
seeking. Therefore, after my degree I explored other avenues and interests before 
retuning onee again to consider a career in psychology. I gained a job as an assistant 
psychologist working in a Borderline Personality Disorder unit, when one day I 
happened to meet a trainee counselling psychologist. As I began to learn about 
counselling psychology, I had an increasing sense of the ‘fit’ with my outlook on 
human distress and my particular therapeutic inclinations. I valued the emphasis on 
relationality, the openness to an alternative way of understanding of mental illness and 
the focus on personal development as the foundation for professional development. 
This prompted me to apply to train as a counselling psychologist, gaining a place at 
the University of Surrey.
Although I could articulate the aforementioned ideas at the beginning of my training, a 
significant part of my development as a counselling psychologist has been discovering 
more about the deeper, unconscious driving factors that underlay my decision to 
embark on this particular training. Part of my personal development has been 
recognising my need to be needed and valued, my longing for connection and 
engagement and my desire to, in some way, experienee emotions ‘through’ my clients 
that I had denied within myself. It is inevitable that all of these aspects played their 
part in fuelling my choice to train as a counselling psychologist. It is also perhaps why 
Bion’s (1978) directive that therapists should empty their minds, entering each 
encounter in a state beyond memory and desire, has become a personal adage for me 
throughout training, providing a continual spur to let go of my own needs for the sake 
of my clients’. The interested reader will find a more detailed exploration of this 
aspect of my development in the Final Clinical Paper (located within the Therapeutic 
Practice Dossier).
The rest of this dossier provides a sense of my journey since the point of deciding to 
train as a counselling psychologist. An anonymous contributor defined counselling 
psychology as “the enriched process of scientific usage and practice of counselling 
and psychotherapy which is marked out by the persona of the practitioner” 
(“Counselling psychology and the next 10 years: Some questions and answers”, 2009, 
p. 34). Accordingly, the papers included reflect my growing personal interests in
particular aspects of the profession, marking my ongoing quest and development of an 
individual identity as a counselling psychologist.
Academic Dossier
The academic dossier contains three essays selected from those I have written over the 
course of training. As mentioned above, each essay linked in with my research 
interests and practice experience at the time of writing and provided an opportunity to 
explore and develop my own understanding and perspective on issues of particular 
interest and personal importance.
The first essay in this dossier, (‘Psychoanalysis meets religion: The reality of an 
illusion?’) is concerned with the eonflictual relationship between psyehoanalysis and 
religion. At the time of writing I was becoming acquainted with the theory and 
practice of psyehoanalysis which I found captivating and appealing as a therapeutic 
understanding and approach. However, my supervisor, as well as other fellow- 
therapists at my placement, who adopted a Freudian perspective considered spiritual 
beliefs to be an essentially neurotic defense. This evoked a sense of conflict within 
me, as my own spiritual beliefs were central to my sense of self and approach to 
research and practice. This essay therefore, expresses my longing to discover whether 
some meaningfiil connection or mutual collaboration between psychoanalysis and 
religion might be possible. It also provides a defense of spiritual beliefs to those who 
might unthinkingly dismiss spirituality on the basis of Freud’s personal perspective.
The second essay included, (‘Therapist self-disclosure in cognitive-behavioural 
therapy’ (CBT), considers the potential use and function of therapist self-diselosure 
from a cognitive-behavioural perspective. As I moved from my psychoanalytic 
placement to CBT placement, I was struck by the difference between my respective 
supervisors’ level of self-disclosure with me as their trainee and with their clients. 
Having been working in a model where I was encouraged to avoid any unnecessary 
form of self-disclosure, I was keen to consider an alternative perspective by exploring 
the function and potential positive impact that therapist self-diselosure may have on 
the therapeutic relationship and process. The writing of this essay also coincided with
beginning my research into church-based therapy (where secularly-trained therapists 
who are ehurch members offer psychological therapy to other congregation members). 
Therapeutic work within this context inherently involves a greater level of therapist 
self-disclosure as a function also of being a co-member of the same ehurch as their 
clients. Therefore, exploring the impact of therapist self-disclosure contributed to 
forging my own perspective on whether church-based therapy was inherently 
problematic or a potentially positive endeavour.
The third essay (‘Mediealising misery: A critique of the diagnosis of depression’) 
provides a critique of the diagnosis of depression. Although having worked with a 
number of clients suffering from ‘depression’, there was something about this 
diagnosis that still evaded and confused me. I therefore took this opportunity to 
explore depression and to consider alternative conceptualisations of this ‘disorder’. As 
also described in my Final Clinical Paper, I have also experienced frustration 
regarding the current politics surrounding CBT and the ensuing recommendations for 
how to ‘cure’ psychological distress. This essay provided me with the opportunity to 
channel this frustration by clarifying my thinking and contributing to the debate 
surrounding the understanding and treatment of mental illness in general and 
depression in particular.
Therapeutic practice dossier
This dossier relates to my therapeutic practice over the last three years. It contains 
descriptions of my three elinical placements detailing the type and context of each 
placement, the client population and relevant activities that I engaged in during the 
placement. This dossier also contains my Final Clinical Paper, an account of my 
development as a counselling psychologist, which outlines my personal growth, 
professional development and approach to therapy as it stands at the end of training.
Research dossier
The research dossier comprises of my first year literature review and two qualitative 
research reports that I conducted in the second and third years respectively. It also 
contains a conference presentation and two published papers, one of which is 
associated with the Division of Counselling Psychology ‘Excellence in Research Prize 
2009’, which I was recently awarded for my second year research project. This dossier 
reflects my interest and dedication to expanding my own, as well as the profession’s, 
knowledge and understanding of the ethical issues associated with psychotherapy and 
spirituality.
My investment in the domain was primarily driven by my desire for personal 
integration of my own Christian spirituality with my emerging professional identity. 
Not only was I aware that many Christians were hesitant about engaging in therapy, 
being unsure how their beliefs would fit with secular psychological theory and 
practice; but I also feared that trying to integrate these two areas was inappropriate, 
even impossible, without significant compromise. Nevertheless, there was much that I 
highly valued and appreciated about psychotherapy, having experienced the potential 
that it held for enriching life and one’s spirituality. I consequently felt that some kind 
of integration attempt should be pursued. So in trepidation, but with the support and 
encouragement of my colleagues and supervisors, I began my literature review 
exploring the integration of spirituality and psychotherapy.
Through the process of conducting my literature review and speaking with other 
professionals, I formed the impression that integrating a client’s spirituality with their 
therapy was acceptable and agreeable to therapists as long as it was aligned (at least to 
a certain extent) with the therapist’s own spiritual perspective. However, difficulties 
arose when a client’s spirituality was significantly different or in some way conflicted 
with the therapist’s world-view. This challenge of working with spiritual differences 
formed the focus of my first research report. Not only did this seem an important and 
timely issue to explore for the profession at large, but it too held personal significance.
Within my personal therapy, I had been ambivalent and cautious about discussing my 
own spiritual beliefs for fear that they would be pathologised or misunderstood. These 
fears were accentuated by my placement experienee at the time, working within a
psychoanalytic psychotherapy unit, where my supervisor and fellow-therapists largely 
considered spiritual beliefs to be a psychological defense (as mentioned above). This 
led me to question whether practitioners were indeed equipped to work with clients 
who held different spiritual beliefs to their own. Conducting research in this area 
allowed me the space and time to explore how I might personally work with spiritual 
difference. It also provided the means of raising awareness within the profession of 
important ethical issues to consider when working with client beliefs that are different 
from one’s own.
The research experience I had gained prior to training (through my undergraduate 
course and my post as an assistant psychologist) had largely been using quantitative 
methods of analyses. However, it was as I was taught about and began using 
qualitative approaches that I felt I had begun to find my ‘home’ as a researcher. I 
respected the honesty of acknowledging the researcher’s own influence on every stage 
of the research endeavour; I appreciated the inability to follow any qualitative 
approach mechanistically; I valued the intimate engagement with the phenomenon 
being studied, and the opportunities all these elements presented for creativity and 
innovation within a reflexive, grounded and rigorous research approach.
The impetus for my second research project arose from being asked by members of 
my own church congregation whether I would be able to offer them psychological 
therapy. While on one hand this prospeet excited me, I had been taught over the 
eourse of my training that engaging in dual relationships would be compromising my 
ethical integrity and therapeutic ability. At the same time, this training has also taught 
me to think critically and to challenge taken-for-granted assumptions. Consequently, I 
began some personal investigation into the church-based therapy and soon diseovered 
a marked laek of research into this endeavour, despite the inereasing commonality of 
therapeutic work within this setting. The importanee of beginning empirieal research 
into the area became apparent, not only because I was longing for some answers, but 
for the sake of clients and therapists (some of whom I happen to know personally) 
who are involved in ehurch-based therapy.
Having begun to find my own analytic voice within the qualitative research context, I 
deliberately chose a methodological approach which would further support this
process of discovery. I chose thematic analysis for the flexibility it afforded to 
creatively play with analytic possibilities and further develop my identity as a 
researcher. This has been a crucial part of my journey towards becoming a counselling 
psychologist as I have searched, researched and re-searched for my own voice both 
therapeutically and analytically.
Concluding comments
In the process of producing this portfolio, I have reviewed all papers I have written 
over the last three years. The process of reviewing my work has been interesting and 
encouraging, yet also disconcerting, as I have become aware of the extent to which my 
perspective and approach towards writing, research and practice has changed and 
evolved as my critical thinking, self-awareness and confidence have developed. I 
therefore expect, even hope, that in the years to come I will continue to expand upon, 
as well as challenge, some of the views I have presented in this portfolio in my 
ongoing development as a counselling psychologist.
As a final thought, I do believe that we are all influenced by our own experience, 
allowing us to see some things that others cannot, but simultaneously preventing us 
from seeing other realities. Throughout the process of researching and writing all the 
papers included in this portfolio, I have tried to represent literature and participants’ 
views in a balanced and unbiased manner. However, this is an impossible task and I 
will have inevitably failed to do so. Instead, I bring my own perception, my own 
influences, my own imperfect Tens’ for you, the reader, to look through and draw 
your own conclusions.
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ACADEMIC DOSSIER
INTRODUCTION TO THE ACADEMIC DOSSIER
This dossier comprises three essays that were submitted during the three years of my 
training. The first essay is concerned with the relationship between psyehoanalysis 
and religion. The second essay considers the potential use and function of therapist 
self-disclosure from a cognitive-behavioural perspective. The third essay provides a 
eritique of the diagnosis of depression.
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Psychoanalysis meets religion: The reality of an illusion?
Beginning with Freud’s judgment on religion as nothing but a neurotic delusion, the 
relationship between psychoanalysis and religion has been fraught with mutual 
antagonism (Meissner, 1984). More recently, Freud’s position has been reassessed and 
expanded by object relations theorists who redefine God as a kind of transitional 
objeet and understand religion as belonging to the realm of illusion (Sorenson, 1990). 
This has opened the way for religious beliefs to be understood psychoanalytically as 
potentially mature and healthy and has therefore been proposed as a means of unifying 
the two domains (Blass, 2006). However, it will be argued that this objeet relations 
perspective is an inadequate approaeh to finding a middle ground between 
psychoanalysis and religion, both in the eyes of Freud and the religious believer. This 
is beeause it merely side-steps fundamental tensions between the two domains by 
blurring the distinction between illusion and reality, rather than providing a resolution. 
The possibility for meaningful conneetion and mutual collaboration between 
psychoanalysis and religion will therefore be discussed. Although the opposition 
between these two domains eontinues to evolve, the original issues remain at the core. 
Therefore the Freudian argument will be briefly reviewed as a foundation upon which 
a more appropriate appraisal of reeent perspeetives will be made, following the 
necessary definition of terms.
Psychoanalysis has most often spoken about ‘religion’ as a single term, and as if what 
applies to one, applies to them all (Black, 2006). Although it is important not to lose 
sight of the significant differences between them, it has been suggested that the major 
religious traditions do have some features of belief in eommon. These include the 
existence of a spiritual reality, a meaning and purpose to life, and a transcendent being 
(i.e. God), who is the source of existenee and moral direetives (Lowenthal, 2000). In 
light of these similarities and for simplieity’s sake, ‘religion’ will be used as an all- 
encompassing term for the following diseussion.
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The Delusion o f Religion: Freud’s perspective on religion
Throughout his life, Freud was preoecupied with the question of religion. Although 
not systematie in his study, his attentiveness can be seen in the wider scope of his 
writing^ through which he significantly contributed to the understanding of religion. 
However, more than anything it was Freud’s persuasively written Future o f  an 
Illusion (1927) that established the antireligious position to which many of Freud’s 
followers subseribed (Leavy, 1988).
Overall, Freud understood religious beliefs to be nothing more than “illusions, 
fulfilments of the oldest, strongest and most urgent wishes of mankind” (Freud, 1927, 
p.30). In particular, he argued that individuals long for their earlier situation when 
their sense of powerlessness was at least partly assuaged by paternal protection. This 
led people to create gods in the image of a father: strong, frightening, demanding but 
also protective and consoling (Ross, 1990). In other words, Freud eoncluded that 
“God is, psychologically, nothing other than an exalted father” (1910, p. 123).
Freud claimed that this wish for paternal proteetion manifests itself as a religious 
belief for the first time during the oedipal period, the time when neuroses develop. 
Moreover, he saw the oedipal crisis as a pivotal source for an individual’s conception 
of God (Freud, 1913; 1939). The persistenee of such wish-fulfilments that underlie 
religious ideas provides the basis for Freud’s conclusion that religion is essentially 
neurotie (Meissner, 1984). Having reasoned that man created God out of a longing for 
the father, Freud logically suggests that emotional maturity demands relinquishing 
both attachment to the father and subsequently, his God (Rizzuto, 1974).
However, the assumed infantile roots of religious beliefs do not get to the heart of 
Freud’s problem with religion. This can be seen from the fact that other aetivities, 
sueh as adult sexual activities or art, which also have infantile roots, Freud does not 
consider to be intolerable or neeessary to overeome (Pfister, 1928). Of far greater 
importanee is his staunch commitment to science as the only legitimate origin of 
knowledge. In his own words: “scientifie work is the only road which can lead us to a 
knowledge of reality outside ourselves” (1927, p.31). On this basis, the possibility of
 ^ For example, in Freud’s anthropological volumes {Totem and Taboo, 1913 and M oses and  
Monotheism, 1939) and his clinical and biographical writings (such as his remarks in The W olf Man, 
1918).
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supernatural revelation or reality, upon which religious ideas are based, must be 
precluded (Philp, 1956) and therefore, religion cannot be aecepted as valid.
Freud’s unwavering commitment to science however, is based on a positivistic 
ontologieal assumption that dichotomises between objective and subjective 
phenomena and assumes that objective experienee is the only valid basis for 
knowledge of reality (Meissner, 1984). It is now widely aecepted that there can be no 
understanding of human experienee without subjeetivity and no natural scienee 
without metaphysics (Polanyi, 1958; Popper, 1959; Black, 2006). As Pfister 
summated: a “‘pure’ experience is...a fiction...and even this mixture of illusion and 
truth that we call ‘experience’ we acquire only with the aid of trans-empirieal 
assumptions” (Meng and Freud, 1963, p. 114). Therefore Freud’s view of science as 
the ‘royal road’ to reality has been criticised strongly as being philosophically naïve 
and misguided (Sorenson, 1990).
Freud’s perspective on religion has been further criticised by others, not on the basis 
of his epistemologieal assumptions, but because his understanding allowed religion to 
be viewed only in pathological terms (e.g. Ricoueur, 1970; Rizzuto, 1979; Spero, 
1992). In particular, it has been argued that even if Freud was correct in his thinking 
that an individual’s belief in God depends on their relationship with their father, it 
should still be possible for a mature attitude towards God to emerge, just as a mature 
attitude towards one’s parents is possible (Rizzuto, 1979). In fact, it has been 
suggested that Freud’s stance on religion was largely affected by his own unresolved 
ambivalences and conflicts. In the words of Meissner, “behind the Freudian argument 
about religion stands Freud the man, and behind Freud the man, with his prejudices, 
beliefs, and convictions, lurks the shadow of Freud the child” (1984, p.vii). 
Nevertheless, for the first fifty years the dominant trend was one of acceptance of 
Freud’s perspeetive on religion (Kakar, 1991) until a new way of understanding 
religion was developed through an objeet relational perspective (Blass, 2006).
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The Illusion o f Religion: The object relational perspective on religion
Object relations theory opened up new ways for religion to be viewed 
psychoanalytically by redefining the term ‘illusion’ as being something to be fostered 
and a necessary fbree for development throughout life. This shift in attitude has 
largely come about through Winnieott’s (1971) study of transitional objects and space 
and has given birth to a substantial body of research investigating the nature of an 
individual’s representation of God (e.g. Hall & Edwards, 2002; Jones, 1991; 
McDargh, 1983; Sorenson, 2004).
A transitional object comes neither from without, nor from within, but instead 
involves the creation of “an intermediate area of experience” in which the tension 
between objectivity and subjectivity is at least temporarily overcome (Winnicott, 
1971, p. 102). Subsequent theorists (e.g. Black, 1993; Meissner, 1984; Ross, 1990) 
have understood this transitional space to be a viable location for religion, belonging 
neither to the wholly objective realm of physieal objects in space and time, nor to the 
entirely subjeetive world of hallucination and daydream (Jones, 1991). As with other 
transitional objects, religion is understood as a form of cultural play to gain a sense of 
empowerment and as a means of creatively overcoming obstacles.
A landmark, qualitative study by Rizzuto (1979) provided support to this perspective 
and is largely aceountable for the rapid expansion of psychoanalytieally informed 
investigations of religion (McDargh, 1997). Rizzuto explored the theory that God is a 
type of illusory transitional object that has psychic usefulness and although can be 
subject to an array of neurotic distortions, need not be (Gay, 1983). Accordingly, an 
individual can “‘create’ God according to his needs” (Rizzuto, 1974, p. 179). Thus, the 
crueial question is not whether an individual has a representation of God, but rather 
how well this representation develops and adapts with the individual’s changing 
psychological needs (McDargh, 1997). Unlike Freud, this perspective postulates that 
one’s ‘God-object’ need not be renounced if it is updated during each stage of 
development (Sorenson, 1990). In fact, Rizzuto (1979) argues that men cannot and 
should not be without illusions as “without those fictive realities, human life becomes 
a dull animal existence” (p.47). On this basis, instead of maintaining a sharp
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distinction between reality and imagination, psychoanalysis can accept religion, as 
long as one remains aware of their “creations as creations” (Ross, 1990, p.9).
The Delusion of the Illusion: A critique of the object relational perspective on 
religion
The object relations theory has been widely accepted as offering the possibility of 
eriticising an individual’s religion without rejeeting what is of value in it (e.g. Black, 
1993; Hall, 2007). However, Blass (2006) argues that this “shift towards conciliation 
between psychoanalysis and religion is misleading” (p. 23). By focusing on religion 
within the realm of illusion, the question of God’s existence has been rendered 
irrelevant. Not only does this undermine the intellectual authenticity and central 
claims of religion (Leavy, 1988), but it undermines the very nature of psychoanalysis, 
which is concerned with reality and the search for truth (MacKenna, 2007). In fact, on 
the basis of his writing, it would appear that Freud himself would discard these recent 
contributions to the psychoanalytic understanding of religion. As noted earlier, his 
most fundamental reason for rejecting religious beliefs was on the understanding that 
they claimed to be faetually and realistically true, whilst transeending external 
objectivity. Consequently, it would be impossible for him to aeeept religious 
‘realities’ which are not open to scientific validation, as it would mean limiting his 
search for (objectively verifiable) truth. Freud explained that “it is simply a fact that 
the truth cannot be tolerant, that it admits of no compromises or limitations... and that 
it must be relentlessly critical if any other power tries to take over any part of it” 
(Freud, 1933, p. 160).
Furthermore, the object relational notion that religious beliefs are a kind of fiction, 
accepted as true for their usefulness or personal significanee, has been charged with 
neglecting to differentiate between a playful illusion and a serious delusion (Stein, 
1981). It fails to embrace Freud’s ideal of maturity which involved recognising 
illusions for what they are and developing the insight to relinquish them. In his words: 
“the question is not what belief is more pleasing or more advantageous to life, but of 
what may approximate more elosely to the puzzling reality that lies outside us” (Meng 
& Freud, 1963, p. 132).
15
Academic Dossier
Paradoxically, the object-relational stance has also been critiqued for being inherently 
reductionistic as it searches only for the psychologieal origins of an individual’s God 
representation (McDargh, 1997). In Rizzuto’s final analysis (1979) she summarises 
that “God...like the teddy bear...has obtained half...from the primary objects the 
child has “found” in his life. The other half of God’s stuffing comes from the child’s 
capacity to “create” a God according to his needs”, (p. 179). This seems to present God 
as nothing but the result of the psychologically memorialised history of an 
individual’s object relationships, and therefore excludes the possibility of a real God 
eontributing to the representational process (Duvall, 1994; Leavy, 1988; 1990).
Moreover, for many traditional believers, the essenee of religion lies in recognising 
the reality of a supernatural divine being (Vergote, 1990). They therefore would 
maintain that there is no value to religion if its assertions are not actually real but 
nothing more than a psychic reality, metaphor or illusion (Leavy, 1990). In this 
regard, even Freud ean be seen as more aligned with the traditional believer than these 
more recent psychoanalytic approaches beeause his dismissal of religion at least was 
based on an unrelenting dedication to truth.
From a clinical angle, Spero (1985; 1992) has highlighted the danger of aceepting 
religious beliefs only as phenomenologically valid without aecepting the possibility of 
their actual validity. It is suggested that therapists who understand religious beliefs 
only as the patient’s reality, deny the patient’s essential experience of God which is 
not simply modelled on interpersonal dynamics. This attitude will eventually be 
eonveyed to the patient and result in misalliance.
In summary, the object relational perspective on religion initially appears an attraetive 
way of being able to unify psyehoanalysis and religion. However, it is in danger of 
blurring the distinct natures of both psychoanalysis and religion, which are each 
concerned with a search for the truth. Therefore, these more recent efforts have not 
been able to unite psyehoanalysis and religion in a meaningful way, without 
signifieant compromise on both sides.
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The Future: Possibilities, implications and illustrations
From one outlook it appears that these two diseiplines ean never be united as the 
ultimate point of separation between the theologieal and the psychoanalytie is their 
contrasting perceptions on truth and reality. The religious perspective views 
individuals and the world as consisting of natural and supernatural aspects, by which I 
mean that there is the existence of both a material and non-material reality (Meissner, 
1984). The latter has no place or relevance to psyehoanalytic thought, which does not 
reflect a failure in psyehoanalytic method, but is simply due to the constraints of 
scientific methodology.
Although this led Freud to eommonly dismiss religion, it is more appropriate to 
recognise that there are no grounds within psychoanalysis for either aecepting or 
rejeeting this belief (Meissner, 1984). Even Freud at times himself drew baek to this 
more neutral position on religion stating that “the views expressed in my book form 
no part of analytic theory...there are certainly many excellent analysts who do not 
share them. If I drew on analysis for certain arguments...that need deter no-one from 
using the non-partisan method of analysis for arguing the opposite view” (Meng & 
Freud, 1963, p.ll7).
The question remains as to whether this ultimate divergence between psychoanalysis 
and religious beliefs means that they should be kept intelleetually and elinieally apart. 
I would suggest not. Instead, whether an individual is interested, antagonistie or 
apathetie towards religion, the analytic concern is to understand as fully as possible 
what this signifies for the person (Parsons, 2006). In other words, it could be said that 
it would be anti-analytic to assume religious beliefs and experienees were all 
necessarily psychopathological, just as it would be anti-analytic not to inquire into the 
complex meanings and functions these religious beliefs possess (Rubin, 2006).
Moreover, the religious believer need not be concerned that psychoanalysis as an 
endeavour has been described as inherently “iconoelastic” (Ricoeur, 1970, p.230). The 
‘destruction’ (or rather de-construction) that can occur within psychoanalysis, could in 
fact complement religion by helping to purify faith from idolatry, by revealing the 
private and idiosyncratie form that religious beliefs ean take in the psyche which may 
be very different to the God of official religious teaehing. Alternatively, by attending
17
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to their God representation, individuals may be helped towards spiritual maturity, by 
addressing obstacles that interfere with belief, sueh as the processes of defence, 
regression, repression and fixation on infantile wishes. This repressed religious 
thinking and feeling, despite being excluded from conseious awareness may continue 
to exert an influence on their conscious belief (Rizzuto, 1991).
This can be illustrated by a elinical example of analysis with a devout Jewish man: 
After some months of psychotherapy, feelings about his parents, the analyst and God 
had begun to emerge, when one session he arrived in a great panie, fearing that God 
did not eare for him anymore, had cursed him and would surely punish him. Over the 
following sessions, patient and analyst came to understand that he was re-experiencing 
a vivid oedipal moment. He had been enjoying an intimate relationship with his 
mother and had developed devious ways to get his mother away from his father and 
more involved with him. Although he enjoyed this, he experienced mounting guilt and 
fears that his father would discover this and punish him severely, but this 
eonftontation never came. It emerged that he felt the analyst was getting very close to 
discovering his ‘sly’ ways with her, which also would lead to this terrible 
eonftontation. In a defensive and unconseious manoeuvre, he called God in to 
pronounce this curse to avoid the expected punishment by his analyst, thus proteeting 
their relationship and distracting her attention from his guilty behaviour by becoming 
a victim. The same type of behaviour had been used to distract his father also and 
provoke protection from his mother. In this ease, the analytic environment revealed 
elements of his religious experience that would otherwise have remained unknown 
(Rizzuto, 1991).
It could be hypothesised that this analytic discovery may have served to strengthen his 
relationship with God, by recognising that his fears that God did not care for him was 
the product of unconscious desires and fears, rather than being a reality. Alternatively, 
it eould be coneeived that by diseovering the defensive purpose God had been serving, 
he may have been left with no need or desire to hold onto his religious beliefs, if this 
was indeed his only basis for believing. Thus, there will always be two possibilities 
present, but the decision for or against religious belief cannot lie with psyehoanalysis, 
for it cannot encompass the divine within its parameters (Leavy, 1988).
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In conclusion, both Freud’s and the religious believer’s perspective are two 
contrasting efforts to grasp the truth of a common inner reality (Blass, 2006). While 
remaining opposed, perhaps there is scope for appreciation and exchange that does not 
require neglecting the distinction between reality and fantasy by the use of ‘illusion’. 
Instead, discerning the distinct nature of one’s particular persuasions and struggling to 
ensure they are formed through an honest search for truth, may allow a genuine 
connection, a constructive relationship and some ‘transitional’ space to be found.
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Therapist self-disclosure in cognitive-behavioural therapy
Therapist self-disclosure has been one of the most controversial therapeutic 
interventions since Freud’s (1912) depiction of the therapist as a blank screen. Indeed, 
Yalom (1975) states that: “more than any other single characteristic, the nature and 
degree of therapist self-disclosure differentiates the various schools of...therapy” (p. 
212). This is vividly apparent when comparing traditional psychoanalytic 
psychotherapy to cognitive-behavioural therapy (CBT), where therapist self-disclosure 
is firmly contraindicated in the former (Zur, 2007) but actively encouraged in the 
latter (Beck, 2007).
This has certainly been my experience as 1 have made the transition from working in a 
service offering exclusively psychoanalytic therapy in my second year, to my third 
year placement which offers primarily CBT. By the end of my psychoanalytic 
placement, 1 still knew no personal information about my supervisor and in my 
practice was encouraged not to self-disclose any personal information, including the 
fact that 1 was in training. By the end of my first day of my CBT placement my 
supervisor had asked me where 1 had been on holiday, had revealed how many 
children she had and encouraged me to inform my clients fi’om the beginning of my 
trainee status and experience to date. It was clear that unlike psychoanalysis, CBT did 
not require therapeutic neutrality nor engendered avoidance of therapeutic self­
disclosure.
According to a psychoanalytic view, neutrality and anonymity are necessary for 
effective transference analysis and deliberate therapist self-disclosure is seen as 
contaminating the development, interpretation and resolution of transference 
(Peterson, 2002; Wells, 1994). This is particularly important given transference 
analysis is a primary mechanism of change in psychoanalytic therapy. However, in 
CBT, the therapist’s role is seen as openly educational and therapeutic change occurs 
through providing the client with possible solutions to problems and examples of 
concrete behaviours and patterns to emulate (Farber, 2006). The therapist is 
encouraged to draw on their own life experiences and wisdom when proposing
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solutions which will necessitate a significant amount of self-disclosure (Beck et al.,
1990).
In accordance with this conceptual framework as well as my own experience, research 
suggests therapists practising from a cognitive-behavioural perspective disclose more 
often than any other theoretical group (King, 2001). Yet despite its relatively common 
occurrence, there exists little research or other literature on the outcome of therapist 
self-disclosure specifically in CBT (Farber, 2006; Hill & Knox, 2002). Not only is this 
surprising given CBT is an approach that prides itself on having a strong evidence 
base, but it raises the concern that practitioners may be at risk of self-disclosing 
without carefully formulating or considering the basis of their decision (Spinelli, 
1996). Given therapist self-disclosure has been associated with questionable 
professional practice (Hamilton, 2007; King, 2001), it is responsible, if not essential 
for therapists to carefully consider the potential impact that their self-disclosure may 
have on clients and to thoughtfully decide on the appropriate use of this intervention 
(Hill & Knox, 2002).
The following discussion will aim to aid CBT practitioners by discussing therapist 
self-disclosure within the context of cognitive-behavioural theory, making 
recommendations for its potential use by drawing from the more general empirical 
research available. I will illustrate the discussion by providing examples from my own 
CBT practice and personal therapy.
Definitions
Before proceeding further, it is necessary to first define the term ‘therapist self­
disclosure’, as well as what is understood as ‘CBT’. ‘Therapist self-disclosure’ can be 
broadly defined as referring to any behaviour that reveals personal rather than 
professional information about the therapist to their client (Zur, 2007). While this 
definition includes both verbal and nonverbal information, therapist self-disclosure 
has largely focused on intentional verbal self-disclosure and will similarly remain the 
focus of the present discussion (Hill & Knox, 2002). Intentional verbal self­
disclosures have been further subdivided into a number of different categories by a
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variety of authors (e.g. Hill & O’Brien, 1999; McCarthy & Betz, 1978; Nilsson et al., 
1979). However, definitions can be construed as consisting primarily of two forms: 
‘self-revealing’ disclosures, where the therapist reveals facts or information about 
themselves, and ‘self-involving’ disclosures (also known as “immediacy” or counter­
transference disclosures), where the therapist reveals their feelings or experience of 
the client and/or the therapeutic relationship (Farber, 2006; Hill & Knox, 2001). It is 
worth noting that disclosure of therapist’s qualifications and training is not considered 
a form of self-disclosure but an ethically necessary part of the client-therapist contract 
(King, 2001; Zur, 2007).
‘CBT’ similarly has an array of meanings and can no longer be perceived as a single 
entity or as a stand-alone treatment. While there does not seem to be any absolute 
criteria, there are a number of principles that provide the basis of most forms of CBT. 
These include an emphasis on present problems, the use of a variety of techniques to 
change thinking, mood and behaviour, applied within a time-limited and structured 
therapy, based on a collaborative relationship (Beck, 1995; Mansell, 2008).
Therapist self-disclosure and CBT
Investigating self-disclosure by therapists from a variety of theoretical backgrounds. 
Lane and colleagues (2001, as cited in Farber, 2006, p. 139) discovered the three most 
common reasons for doing so were to normalise client’s experience, to model 
alternative ways of thinking and to strengthen the therapeutic relationship. 
Normalising and modeling will each be briefly discussed in relation to CBT practice 
and theory before focusing on therapist self-disclosure with regard to the therapeutic 
relationship as conceptualised in CBT.
Normalising
A  number of surveys demonstrate that therapists attempt to normalise client 
experience through use of self-disclosure (Edwards & Murdock, 1994; Simon, 1990). 
Such attempts can be clearly understood within CBT, a model which perceives there
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to be continuity between ‘normal’ emotional and behavioural reactions to life events 
and excessive reactions found in psychopathology. It is understood that clients often 
compound their problems by making negative interpretations about their experience. 
Therefore a recommended technique in CBT practice is to explain this continuum to 
clients, helping to destigmatise psychological distress and normalise their experience 
(Dryden, 1990; Weishaar, 1993). Although this is often achieved through 
psychoeducation, it has been argued that therapeutic self-disclosure is an immediate 
and effective method of achieving such an outcome (Goldfried et al., 2003).
Indeed, many anecdotal examples have been offered in the literature of therapists’ 
self-disclosure intended to normalise clients’ experience (e.g. Dryden, 1990; Fay, 
2002; Goldfried et al., 2003; Zur, 2007). I too have used self-disclosure for this 
purpose within my own practice. For example, I recently assessed a man in his 30s 
who presented for therapy following a serious road traffic accident which had set off a 
chain of events resulting in the loss of his house, his job and his fiancée. He was 
suffering fi*om post-traumatic stress disorder, the symptoms of which he believed were 
indications that he was also losing his mind and felt helpless and hopeless. After 
listening to this series of distressing events, I self-disclosed that if I were in his shoes, 
I thought I would feel similarly and the fact that he had even survived all this trauma 
was remarkable. This led on to a conversation about his strengths and coping 
mechanisms, helping the client to feel more optimistic about his future.
Clients themselves have also reported that their therapists’ self-disclosure typically 
achieved the aim of normalising and reassuring them. For example, in a qualitative 
study by Knox and colleagues (1997), one client, following their therapist’s self­
disclosure appreciated the universality of her problem which resulted in her feeling 
less anxious about her situation. On the basis of research and anecdotal evidence, it 
therefore seems that therapist self-disclosure can be an effective strategy to use within 
CBT of normalising clients’ difficulties.
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Modeling
Within the cognitive-behavioural tradition, modeling has been considered to be one of 
the most effective and powerful methods of transforming patterns of thought and 
behaviour (Bandura, 1986). In fact it is understood that CBT therapists will serve as a 
model for their clients (Beck et al., 1990). In particular, practitioners are encouraged 
to self-disclose ways they have changed their thinking or behaviour with positive 
consequences as a means of providing concrete examples for clients to emulate 
(Goldfried & Davison, 1976). It is also expected that CBT therapists will self-disclose 
their own insight and knowledge to help solve clients’ problems (Beck et al., 1990; 
Dryden, 1990), and deliberately ‘think out loud’ to model the kind of cognitive- 
meditational skills needed for thought-challenging (Raue & Goldfried, 1994).
Research supports the effectiveness of therapist self-disclosure for this purpose, as 
clients self-report gaining new insight on their problems following their therapists’ 
self-disclosure. In particular, clients found that therapist self-disclosure helped to 
facilitate new perspectives on issues and provided new ways of thinking, feeling and 
behaving (Knox et al., 1997).
In my own personal therapy, when describing my struggle to manage anxiety 
provoking thoughts, my therapist self-disclosed a technique that she regularly used 
and had found beneficial. That was to treat those thoughts like you would treat a child 
who had got out of bed in the middle of the night. You neither ignore them, nor direct 
all your attention to them, but rather acknowledge them and then gently and calmly 
send them back to bed. I found this suggestion useful and particularly memorable 
because it was shared in the context of a self-disclosure and remains a technique that I 
still use to this day.
The therapeutic relationship
CBT has traditionally viewed the technical interventions of the therapy (including 
normalising and modeling) as the main means of change within treatment (Persons, 
1989). A strong relationship was considered a prerequisite to therapy, but only in so 
far as it kept clients engaged and therefore allowed the application of specific
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techniques (Goldfried & Davison, 1976; Beck et al., 1979). Recent years have seen 
increasing attention being given to the therapeutic relationship in CBT (Gilbert, 2000; 
Leahy, 1993; Safran & Muran, 2000; Young et al., 2003). This is partly the result of 
research demonstrating that the quality of the therapeutic relationship is one of the 
strongest predictors of successful outcome within CBT (Horvath & Symonds, 1991; 
Martin et al., 2000); but also, there has been a re-conceptualisation of the relationship 
in itself as a useful tool to bring about change (e.g. Leahy, 1993; Safran & Segal, 
1990; Young et al., 2003). As CBT has become more relationally oriented, the 
relevance and potential usefiilness of therapist self-disclosure has been increasingly 
highlighted (Farber, 2006).
A collaborative relationship, where client and therapist work together as a team, has 
always been considered essential in fostering a strong alliance (Raue & Goldfried,
1994). However, recent cognitive behavioural therapists have additionally argued for 
the importance of developing a ‘real’ relationship, suggesting that “the more the 
patients know the real person of the therapist, the more likely it is that trust will 
develop” (Fay, 2002, p. 154). Therapist self-disclosure has been suggested as a useful 
way of communicating such humanness and therefore has been recommended as a 
means of strengthening the therapeutic relationship (Goldfried et al., 2003).
Although I never used to talk with clients to and from the therapy room, within my 
current CBT practice I have begun to do so. I have found a kind of ‘small-talk’ 
involving limited self-disclosure a useful technique with anxious clients on the way 
into a session to help put them more at ease. I have also found it helpful following 
intense sessions to help clients transition by focusing their attention outward and 
engaging them in a more mundane interaction. This type of transitioning small-talk 
involving therapist self-disclosure has also been evidenced as a means of 
communicating humanness (Hanson, 2005).
Some cognitive-behavioural therapists have also drawn attention to the use of self­
disclosure in resolving ruptures^ in the therapeutic relationship (Katzow & Safran, 
2007; Safran & Muran, 1996; Safran, et al., 2002). In presenting a model for rupture
 ^A  rupture is understood as occurring when a client perceives the therapist in some way confirming 
their negative, dysfunctional beliefs about relationships, leading to a cycle which both therapist and 
client are engaged in o f  reaction and counter-reaction (Katzow & Safran, 2007).
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resolution, Katzow and Safran (2007) suggest therapists should self-disclose their own 
experience of the client and what they understand is happening in the relationship. Not 
only will this help to resolve the rupture and therefore strengthen the relationship but 
will educate and enlighten the client about the impact their behaviour can have on 
others. This has been conceptualised as a critical component of treatment in itself 
(Farber, 2006; Goldfried et al., 2003). Using self-disclosure to this end has been 
promoted as a particularly appropriate strategy when working with certain clients, 
such as those with narcissistic or borderline personality disorders (Beck et al., 1990; 
Linehan, 1993).
Research studies have confirmed the usefulness of therapist self-disclosure in 
strengthening the therapeutic relationship, although with some contradictory results. 
Therapist self-disclosure has been reported to increase trust, intimacy and reciprocal 
self-disclosure by clients (Knox et al., 1997). Whilst communication of therapists’ 
understanding, acceptance and valuing of the client can be achieved without 
disclosure, for many clients therapist self-disclosure was an effective way of 
‘connecting’ with their therapists (Hanson, 2005).
A pivotal moment in my work with a 44-year-old female client suffering with 
depression occurred when I drew attention to the absence of her emotional expression 
in our sessions and asked whether she had been aware of it. There was silence for a 
while before she began to cry, disclosing her fear that I would perceive her as weak 
and stupid for being upset. After reflecting her feelings, we explored the evidence for 
and against this belief and the advantages and disadvantages of hiding her true 
feelings from me. However, I could have gone on to self-disclose my actual 
experience of her: that I did not think she was weak or stupid for being upset, but on 
the contrary respected her more for her honesty. This may have enabled a deeper 
connection to be made between us.
A study by Barrett and Berman (2001) which employed a quasi-experimental design, 
varying the level of therapist self-disclosure and assessing the effects on outcome, 
demonstrated that increased therapist self-disclosure resulted in participants reporting 
greater levels of liking for the therapist. Moreover, a qualitative study by Wells (1994) 
discovered that therapist self-disclosure created more of a sense of equality within the
30
Academic Dossier
relationship (a factor closely linked with the CBT principle of collaboration) which 
empowered the client. Nevertheless, there were a small proportion of clients who 
simultaneously reported a reduction in trust and confidence in the therapist’s ability to 
help them following their disclosure. These results have been replicated by a more 
recent study demonstrating similar effects of therapist self-disclosure as increasing 
equality but occasionally decreasing trust (Farber, 2006).
Overall, research suggests that therapist self-disclosure can serve a useful function in 
CBT by strengthening the relationship by building trust and creating equality. 
Although there is evidence to suggest that therapist self-disclosure could decrease 
trust in the therapist, this is not necessarily unhelpful. Undermining any idealising of 
the therapist could be seen as important as therapy progresses, in order to increase 
clients’ sense of their own autonomy which could help clients to maintain gains post­
therapy (King, 2001). Therapist self-disclosure has also been effectively used as a 
means of normalising clients’ experiences and modeling new ways of thinking, feeling 
and behaving.
Caveats and conclusions
Despite the body of literature indicating the potential benefit of therapist self­
disclosure in CBT, it is important to remember that none of the research cited has been 
conducted specifically within a CBT fi-amework (Goldfi-ied et al., 2003; Hill & Knox, 
2002). Instead, most studies have involved therapists using a range of psychotherapy 
approaches. While this does not prevent these findings from being applied to a CBT 
framework, there is clearly need for research to focus specifically on the use of 
therapist self-disclosure in CBT, by CBT practitioners. Another symptom of the lack 
of specificity within the exiting research is the use of multiple or all-encompassing 
definitions of ‘therapist self-disclosure’. This results in a lack of clarity when making 
recommendations for practice and causes difficulties in comparing studies (Farber, 
2006; Hill & Knox, 2002). Lastly, research investigating clients’ experiences of 
therapist self-disclosure have relied upon self-report data. While clients’ own 
experience of their therapists’ self-disclosures are important, their interpretation of 
events cannot be taken as infallible (Priest, 2005).
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While there remains a clear need for further, more precise, investigation, self­
disclosure should be considered a potentially legitimate therapeutic intervention in 
CBT. I use the word ‘potentially’ because there will clearly be situations when the use 
of therapist self-disclosure would not be appropriate, or helpful. A number of 
recommendations have been made for when therapist self-disclosure could be used or 
should be avoided (see Hill & Knox, 2001; 2002; Peterson, 2002; Strieker, 2003). 
While it is beyond the scope of this paper to review and evaluate such 
recommendations, it is clear from the literature and my own practice that there exists 
no clear prescription for a sound disclosure. This is largely because the 
appropriateness of therapist self-disclosure is often dependent on the response of the 
client, which will be highly individualised (Strieker, 2003). Indeed, the impact on the 
client of therapist self-disclosure will depend on a number of factors including the 
content and manner of the therapist’s disclosure, the client’s presenting problems, the 
length of time in therapy, the nature of the relationship, as well as what is occurring in 
the room at that particular moment (Farber, 2006; Peterson, 2002). Consequently, the 
appropriateness of therapist self-disclosure and the decision of whether, what and 
when to disclose will, like many other aspects of psychotherapy practice, depend 
essentially on good therapeutic judgment (Farber, 2006; Goldfried et al., 2003).
In summary, despite the research limitations, there does appear to be an established 
link between therapist self-disclosure and positive outcome (Hill & Knox, 2002). 
Given CBT is an approach that adopts any reasonable intervention which is supported 
by research and facilitates change (Lazarus, 1985), therapist self-disclosure appears to 
be an appropriate and potentially useful intervention in CBT (Goldfried et al., 2003). 
Whilst remaining cautious and mindful of the impact that my self-disclosure may have 
on my clients, following the writing of this essay, I have begun to thoughtfully and 
more deliberately consider self-disclosure as a therapeutic intervention in my CBT 
practice.
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Medicalising misery: A critique of the diagnosis of depression
Seligman (1975) described ‘depression’ as the common cold of psychopathology -  at 
the same time familiar and yet mysterious. Indeed, depression is one of the most 
common psychiatric diagnoses, affecting over 300 million people today and predicted 
to be the second largest cause of death and disability in the world by 2020 
(Commonwealth Department of Health and Aged Care, 2000; McLoughlin, 2002). It 
is therefore safe to say that every one of us has some understanding of what 
depression is. Not only is it a diagnostic category we are likely to have encountered, 
whether it be through the media or a more personal experience; but, like the common 
cold, ‘depression’ is a familiar affective state that could be described as deflation, 
depletion, emptiness, sadness, boredom, hopelessness (Berzoff & Hayes, 2007). Yet, 
for all its familiarity, perhaps partly because of its familiarity, the precise nature and 
meaning of depression remains vague and elusive. What is more, the increasing use of 
this psychiatric diagnosis as what could be seen as a ‘catch-all’ phrase risks obscuring 
individual meaning and cause, thus perpetuating the prevalence and mystery of 
depression.
In light of the millions of people who are diagnosed with depression, the Centre for 
Economic Performance’s Mental Health Policy Group proposed a ‘new deal’ for how 
to treat the disorder (Department of Health, 2006, p. 14). This paper however, will 
attempt to establish the inadequacy of the current diagnosis of depression as a means 
of understanding the condition or as providing a basis for ‘treating’ people’s distress. 
This will involve highlighting neglected aspects of depression as well as the 
limitations of Cognitive Behavioural Therapy (CBT) as the treatment of choice for 
such a diagnosis (National Institute for Clinical Excellence (NICE), 2008). This 
critique however, in no way intends to deny or undermine the pain and suffering that 
people experience when depressed. Rather, it is to develop a greater understanding of 
such suffering and consider how Counselling Psychologists can more fruitfully engage 
with the distress of depression.
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The diagnosis of depression
Within the psychiatric and psychological literature, a variety of opinions can be found 
about what constitutes ‘depression’. Not only have types and sub-types of depression 
come in and out of fashion, but professional texts have assigned primacy to different 
core features (Frances & Hall, 1991; Pilgrim & Benhall, 1999). For example, some 
have understood depression as a disturbance of mood (Becker, 1977) whereas others 
characterise it by cognitive dysfunction, involving a negative view of the self, the 
world and the future (Beck et al., 1979).
Regarding the accepted psychiatric diagnosis of depression, the two most widely 
established systems for classification are the Diagnostic and Statistical Manual of 
Mental Disorders, currently in its fourth edition (DSM-IV) (American Psychiatric 
Association, 1994) and the International Classification of Diseases, tenth edition 
(ICD-10) (World Health Organisation, 1992). Discussing the development of the 
classification of depression in the DSM-IV, Frances and Hall (1991) describe the 
confiision concerning the number and type of symptoms required to justify the 
diagnosis. They concluded that there are ‘multiple plausible solutions...none has 
sufficient available evidence (especially validity) to make the optimal choice obvious’ 
(p. 63). As a result, the DSM-IV portrays the disorder as a syndrome, requiring the 
presence of either depressed mood or loss of interest or pleasure, as well as three other 
symptoms to make the diagnosis. The ICD-10 suggests an even looser inclusion 
criterion, describing ten ‘common symptoms’ which may all be present but none 
(including depressed mood or loss of interest/pleasure) being essential for the 
diagnosis (World Health Organisation, 1992, p. 119).
Clearly, the extent to which symptoms of depression are present and the way in which 
they are combined is considerably variable. This could lead to the curious situation of 
two individuals, sharing no common symptoms, being given the same diagnosis 
(Mendels, 1970; Pilgrim & Benhall, 1999). Yet, in the absence of any unambiguous 
biological marker, as is currently the case, the diagnosis of depression is inevitably 
based exclusively on identifying such a variety of ‘common’ (or not so common) 
symptoms.
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Unsurprisingly, such diagnostic approaches have been severely criticised as providing 
no consistency about the necessary and sufficient criteria for depression (e.g. Cooper, 
2004; Kendell & Jablensky, 2003; Pincus et al., 1998). Not only is it difficult to judge 
when depression should be classified as a ‘mental disorder’ rather than a normal part 
of human emotional functioning, but the boundaries are also blurred between 
depression and other diagnoses, such as anxiety, attachment and personality disorders 
(Casey et al., 2001; Richardson, 2006; Shorter & Tyrer, 2003). In fact, many argue 
that there is so much overlap between depression and anxiety that the two diagnoses 
should be abandoned in favour of a single pathological condition (e.g. Montgomery, 
1990; Shorter & Tyrer, 2003).
In one sense it is not at all surprising that there exists no stable and clear-cut emotional 
state that can be identified as ‘depression’. After all, such a diagnosis adopts a 
categorical view of human functioning and assumes that separate emotional states 
exist; whereas even our own experience teaches us that emotions are messy and in 
constant flux. However, by reifying ‘depression’ as a diagnosis, it creates the 
perception of a condition separate from normality as opposed to an ever-changing 
point on a continuum between misery and happiness (Cooper, 2004; Pilgrim, 2008).
Moreover, the lack of any stable referent within the individual often results in the 
invocation of a tautological argument when trying to define depression or understand 
the causes of the ‘disorder’. As Pilgrim (2008) explained using the following line of 
reasoning: Q: How do we know this patient is depressed? A: Because they have a low 
mood and feel worthless. Q: Why do they have a low mood and feel worthless? A: 
Because they are suffering from depression. This all too familiar logic is evident in 
mental health policy and in clinical practice alike, where the symptoms of depression 
are drawn upon to justify the diagnosis, while those symptoms are simultaneously 
used to explain the diagnosis (Cooper, 2004).
The problem however is not only that the diagnosis of depression is conceptually 
challengeable, but it risks diverting us from potentially important socio-political 
factors; factors that may be vital for understanding the nature and cause of human 
unhappiness. By locating depression within the individual, the importance of these 
broader aspects may be overlooked. In addition, the assigning of a medical term
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potentially ignores the moral, social and philosophical questions that are more likely 
raised by more common place descriptions of human distress such as ‘sadness’, 
‘worthlessness’, ‘hopelessness’ (Pilgrim, 2008).
In spite of this, many authors have highlighted the way environmental influences can 
play a significant role in causing symptoms of depression (e.g. Berzoff & Hayes, 
2007; Layard, 2005; Moloney & Kelly, 2008). Factors such as discrimination, social 
isolation, disability, dislocation can all contribute to feelings of helplessness and 
hopelessness. Political and economic upheaval such as has been occurring in the 
current global financial crisis is likely to have a destructive effect on the identity and 
self-esteem of many individuals who face job-insecurity or unemployment, potentially 
engendering wide-spread depression (Moloney & Kelly, 2008; Stoppard, 2000).
Whilst poverty and unemployment are noted as having an important influence on the 
development of depression, modem consumerism and hedonistic materialism have 
also been heralded as significant sources of mental distress. It has been argued that the 
pursuit of personal financial advantage results in an undermining of relationships, 
mutuality and social solidarity. This, combined with a decline in spiritual/religious 
value systems has led to a lack of fulfilment and meaning, thus causing (or at least 
contributing to) the current escalation of depression in the West (Armentrout, 2004; 
Hassed, 2000; Layard, 2005). The importance of such factors has been highlighted in 
research demonstrating that depression can be meaningfully understood and predicted 
by the extent of an individuals’ relationship with people, their environment and a 
higher being (e.g. Hagerty & Williams, 1999; Morris, 1996; Vanderhorst & McLaren, 
2005; VanNess & Larson, 2002).
The importance of human relatedness, as well as the numerous other social factors 
mentioned above, has significant implications for our understanding of depression and 
the conditions that cause it (Berzoff & Hayes, 2007). Yet these psycho-social 
explanations are often overlooked in favour of bio-reductionist assumptions about 
depression as a brain dysfunction, primarily requiring a pharmacological cure. A 
circular logic is often used to justify depression as a brain disorder requiring anti­
depressant drugs. For example, we do not presume that a headache is caused by a lack 
of paracetamol in the brain, nor that alleviation of pain following an intake of
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paracetamol proves the biological aetiology of paracetamol depletion. However, this 
same bio-deterministic logic is used to prove the cause of depression being serotonin 
depletion, despite uncertainty about the direction causality (Pilgrim, 2007; 2008).
Despite such disputes over aetiology and the longstanding criticisms regarding the 
categorisation, individualisation and médicalisation of distress, the diagnosis of 
depression continues to be accepted and promoted across many research, clinical and 
lay groups (Pilgrim, 2007). Its continuing worldwide application though, may be less 
to do with the scientific validity and reliability of the diagnosis and more to do with 
social and financial factors (Cooper, 2004). Both psychiatry and the pharmaceutical 
industry clearly play a significant role in sustaining and reinforcing the diagnosis of 
depression; the latter through marketing and investing in diagnostic specific research 
(Pilgrim & Benhall, 1999). While closer to home, we as psychologists may also be 
similarly content to hang on to the diagnosis of depression, either as a means of 
invoking a scientific discourse to maintain their professional status, or as a 
requirement for receiving grants from diagnostic-related groups (Pilgrim, 2007; 
Pilgrim & Treacher, 1992). From a more benign perspective, it seems hard to conceive 
of working within the National Health Service (NHS) without succumbing to the use 
of psychiatric diagnoses as a means of communicating with our medical colleagues 
about our shared patients. Regardless of the reason for its continued acceptance, the 
diagnosis of depression remains firmly in the driving seat for determining what 
treatment is recommended for individuals suffering from some or all of the symptoms 
known as ‘depression’. However, just as there are serious limitations with the 
diagnosis of depression, so there are significant problems with recommendations 
based on such diagnosis.
Psychological interventions based on the diagnosis of depression
The high prevalence of mental illness in the population has led the UK government to 
announce that it wants to give greater access to ‘talking therapies’ in an attempt to 
reduce depression rates (Department of Health, 2006). The most recent NICE 
guidelines (2008) state that the current preferred expert psychological fix for
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depression is CBT. Lord Layard (2006), in his role advising government on mental 
health policy, has similarly given his seal of approval for CBT, in an attempt to cut the 
economic costs incurred (in incapacity benefits and use of mental health services) as a 
result of the high incidence of depression. Such a recommendation for CBT being the 
treatment of choice is supposedly based on the highest graded evidence base of 
Randomised Controlled Trials (RCTs). However, given CBT is an approach which 
arguably has little to say about general human functioning, is primarily concerned 
with symptom change and is established as a ‘treatment’ for psychiatric conditions, it 
is well suited to working within diagnostic categories (Hawton et al., 1989). It is 
therefore potentially more compatible with RCTs leading to a bias in results (Fairfax, 
2008; Newnes, 2007). This and a number of other methodological concerns with the 
evidence upon which NICE and Layard’s proposals are based have led some to 
conclude that the effectiveness of CBT for the treatment of depression is at best 
equivocal (Molony & Kelly, 2008).
Additionally, even CBT’s theory of depression lacks firm support, as it is premised on 
the understanding that negative cognitions are central to the origin, maintenance and 
alleviation of depression (Beck, 1995). However, research shows that the negative 
attributional style which is supposedly characteristic of depression, is similarly 
observed in people diagnosed with other disorders, such as anxiety (Mineka et al., 
1995; Pilgrim & Benthall, 1999).
Nevertheless, CBT and psychiatric diagnoses propagate their mutual advancement. 
Just as CBT remains the treatment of choice for the diagnosis of depression, CBT in 
turn reinforces the diagnoses by developing a nomothetic (rather than idiographic) 
approach to therapeutic work based on psychiatric categories. This is evident in the 
protocol based ‘CBT ybr...depression or Generalised Anxiety Disorder or Obsessive 
Compulsive Disorder or Panic disorder’ etc. (Tarrier et al., 1998). In doing so, CBT 
promotes the notion of depression as an illness that must be treated, much like an 
infection. Not only does this risk rendering the ‘diseased’ person a passive victim, but 
robs individuals and society more widely of an opportunity for existential reflection as 
to the causes, contexts and meanings of human misery (Pilgrim, 2008). However, 
unlike other approaches, such as psychoanalysis or existential psychotherapy, CBT’s 
main aim is symptom reduction. Depression is therefore primarily to be got rid of.
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rather than understood. This is of course appealing in our ‘quick-fix’ society, 
especially to over-stretched healthcare providers (like the NHS) and insurance 
companies, and reducing symptoms of depression may well be of utmost importance. 
However, the danger is that without understanding the symptoms, they may recur 
(sometimes in altered form) at a later date. Indeed, there are studies that demonstrate 
the reality of this danger. For example, one study reported that the majority of clients 
who received CBT treatment for depression relapsed within two years; moreover, 
within 18 months, those who had received CBT were comparable in self-ratings of 
mood to those who were left untreated (James, 2007).
Not only is CBT not the magic cure the government hopes it will be, but critics have 
claimed that a reductionist CBT approach could serve to promote depressive states by 
life being seen in mechanistic terms (Black, 2008). Rather than taking a holistic and 
idiosyncratic approach to distress, people are emptied of their complexity. In addition, 
the focus on the mechanical manipulation of a person’s experience (often via 
cognition) risks moving people even further away from what it means to be human, 
potentially perpetuating their depression (Loewenthal & House, 2008).
Recommendations and implications
Whilst it is easy to highlight the shortcomings of such diagnostic-driven CBT 
treatment methods, there are in fact many CBT therapists who do not embrace such 
reductionist and nomothetic approaches to depression. A number of practitioners are 
similarly calling for a formulation-based CBT (e.g. Bruch & Bond, 1999; Butler, 
1999) and are deepening and broadening their theory and practice by attending to the 
way individuals construct and give meaning to their depression (Milton, 2008; Power,
1991).
While I maintain that diagnostically-driven CBT is severely limited as a ‘treatment’ 
for depression, one can acknowledge that such protocol-based treatment approaches 
may at times be appropriate as a way of helping depressed people take their minds off 
the problem. What is more, there are likely to be some individuals who are reluctant to 
engage in a deeper examination of their symptoms for whom this approach may be
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more acceptable than other forms or types of therapy (Loewenthal & House, 2008; 
Milton, 2008; Neese, 2000). However, there are also likely to be depressed individuals 
who have over-developed their thinking at the expense of the rest of their being for 
whom any form of CBT may well exacerbate the problem (Corrigan & Gordon;
1995). Perhaps it is simply that when working with complex and varied problems like 
depression, there are likely to be circumstances where different types of therapy will 
have their place.
Therefore, in terms of recommendations for how Counselling Psychologists can 
engage with depressed people, it seems that an idiographie approach is what is called 
for (Loewenthal & House, 2008). However, for depression to be approached in a truly 
idiographie way, the diagnosis needs replacing with a phenomenological 
understanding of depression for each individual. This could involve, in lieu of a 
diagnostic label, assembling meanings that describe an individual’s distress (such as 
loss, isolation, uncertainty) and develop interventions based on such aspects (Barlow 
et al., 2004). In his recent article, Fairfax (2008) highlighted the possibilities of such 
an alternative system of organising and understanding interventions as opposed to the 
current medicalised representation of psychotherapeutic ‘treatments’. Such an 
alternative framework will of course require therapeutic flexibility; but given their 
broad training in different therapeutic modalities, psychological difficulties and 
phenomenological understandings. Counselling Psychologists may be well positioned 
for developing such an approach.
In addition to attending to individual meanings, it is also valuable to remain sensitive 
to the broader social forces impacting on the development, maintenance and recovery 
from depression. This could involve attending to and considering the evidence about 
antecedent stressors explored in depression-related sociological research (e.g. Brown 
& Harris, 1978; Brown et al., 1995). Most important however, is to keep in mind the 
vast body of research demonstrating that it is the therapeutic alliance, not other 
variables (including the therapeutic model and techniques) that most closely relates to 
outcome (e.g. Lambert, 2007; Parker & Fletcher, 2007; House & Loewenthal, 2008). 
This is a redeeming prospect of the current recommendations of increasing the 
provision of CBT for depression, as CBT is usually conducted within the context of a 
therapeutic relationship (with the obvious exception of Computerised CBT). On the
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other hand, given CBT is an approach that can be structured and manualised, it is 
perhaps easier than with other models to attend to techniques over and above the 
relationship. Furthermore, the promotion of this particular model of psychotherapy, 
above other models, increases the risk of diverting attention from the centrality and 
significance of relationality in addressing depression (Pilgrim, 2008).
The importance of cultivating the therapeutic relationship as central in addressing 
depression has further implications for research. As opposed to RCTs being the gold 
standard for evaluating therapeutic interventions, it has been proposed that process 
and relational research would provide a more valid and representative evidence base 
for ‘best practice’ recommendations for addressing depression (Barlow et al., 2004). 
Given that the therapeutic relationship and process are especially emphasised in 
counselling psychology training it is foreseeable that we could be main contributors to 
such research developments (Fairfax, 2008).
Concluding comments
In conclusion, when considering depression, it is important to be thinking critically 
about the diagnosis as a basis for formulation and intervention, as well as the risks 
inherent in the current proposals for ‘more CBT’ in response to escalating rates of the 
‘disorder’. Let us also continue to think creatively about other possibilities for 
addressing depression. This could perhaps include innovative ways of enhancing 
interpersonal relatedness within an individual’s social, environmental and spiritual 
spheres of life (Vanderhorst & McLaren, 2005). But most definitely, in the face of 
formulised model-speeifie therapeutic guidelines, let us continue to keep hold of that 
which Counselling Psychology does best: attending to the relationship as the most 
important aspect of working therapeutically with human distress.
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INTRODUCTION TO THE THERAPEUTIC PRACTICE DOSSIER
This dossier relates to elinical practice and provides brief descriptions of the three 
placements I have had during my training. It also contains my Final Clinical Paper 
which outlines my journey towards becoming a counselling psychologist.
To help monitor my progress, elinical supervisory reports, client studies combined 
with process reports and log books detailing all my therapeutic practice were 
submitted to the course team. However, in order to maintain the confidentiality of my 
clients, these documents are not included in this portfolio.
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DESCRIPTIONS OF CLINICAL PLACEMENTS
First Year Placement
November 2006 -  August 2007
In my first year of training I worked in a primary eare adult outpatient psychological 
therapies service which was based in a large NHS GP practice in a culturally diverse 
area of London. The psychological therapies team consisted of two counselling 
psychologists, both employed by the service on a part-time basis and two trainee 
counselling psychologists employed in a voluntary capacity. The service received 
referrals from GPs of individuals suffering from a range of mild to moderate 
psychological difficulties.
My role within the service included conducting psychological assessments, 
administering and interpreting various psychometric measures and providing short to 
medium-term (6-17 sessions) individual, onee-weekly therapy. Within my individual 
work, I used primarily the principles of humanistic person-centred therapy to inform 
my practice. I also co-facilitated CBT-based psycho-educational groups alongside a 
chartered counselling psychologist.
The clients I worked with came from a range of social, ethnic and cultural 
backgrounds and varied in terms of age (24-56 years old), gender and presenting 
difficulties, although the majority were suffering with anxiety or depression.
In conjunction to my clinical practice, I wrote assessment and discharge letters to the 
referring GP. I also engaged in onee-weekly supervision with a chartered counseling 
psychologist, during which I presented my client work and discussed issues and 
concerns relating to my practice and development as a counselling psychologist.
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Second Year Placement
September 2007 -  August 2008
In my second year of training I worked in a specialist psychodynamic psychotherapy 
unit department based at an NHS psychiatrie hospital, within a culturally diverse 
deprived London area. The psychotherapy team consisted of 10 paid staff employed 
on a full or part-time basis, including consultant psychiatrists specialising in 
psychoanalytic psychotherapy, consultant psychoanalysts, group psychoanalysts and 
administrative staff. There were also 12 honorary staff members, most of whom were 
part-way through training in psychoanalytic psychotherapy.
The service accepted referrals from GPs, CMHTs, psychiatrists and other mental 
health practitioners. Following referral, patients were assessed over 2-3 sessions by 
one of the consultants and placed on a waiting list. Most patients were seen on a once 
weekly basis for 1-2 years for individual or group psychoanalytic psychotherapy. 
Almost all patients have received some kind of psychological intervention prior to 
their referral to the unit as most difficulties were long-standing and deeply entrenched.
During my time at this placement, I offered year-long onee-weekly contracts for 
individual psychodynamic psychotherapy. The client group was varied in terms of age 
(22-47 years old), cultural background and presenting difficulty (including anxiety, 
depression, psycho-sexual difficulties and substanee-misuse).
I engaged in weekly individual supervision with a consultant psychiatrist in 
psychoanalytic psychotherapy and group supervision with a consultant psychoanalyst 
and three other trainees. Supervision involved reading out my verbatim transcript of 
sessions with clients from the previous week and considering them in light of 
psychoanalytic theory and practice. In addition to supervision, I also attended (and 
presented in) a weekly case presentation seminar and reading seminar, which further 
broadened my understanding of psychoanalytic practice and theory.
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Third Year Placement
September 2008 -  August 2009
In my third year of training I worked as part of a psychology team within a 
community mental health team (CMHT) in Surrey. The wider multi-disciplinary team 
(MDT) consisted of psychologists, psychiatrists, mental health nurse practitioners, 
social workers and occupational therapists who provided psychological services and 
support for individuals suffering from a range of moderate to severe difficulties 
(including personality disorders, bi-polar disorder and severe recurrent depression). 
Service-users were predominantly white, but varied in terms of age (18-65 years old), 
social and economic backgrounds. They were referred to the psychology team for 
assessment by GPs, psychiatrists and other members of the MDT.
My work mainly involved conducting psychological assessments, mostly followed by 
offering short- to medium-term (5-30 sessions) individual therapy contracts, within a 
cognitive-behavioural therapy (CBT) framework. However, I also worked with 
couples as part of relapse prevention work and facilitated a number of CBT-based 
groups and workshops (including a number of anxiety management workshops, a CBT 
basic skills group and a hearing voices group). Moreover, I had the opportunity of 
observing and conducting a number of neuropsychological assessments (mostly using 
the WAIS-III-R). For all my clinical and service-related work and particularly for 
support with assessing and managing risk, I engaged in weekly supervision with a 
chartered counselling psychologist.
As part of my role within the team, I attended referral and team meetings, made 
presentations to the MDT and attending monthly training events in a number of policy 
and clinically-related areas (such as Safeguarding Vulnerable Adults, Child 
Protection, neuropsychology and eating disorders). I collaborated and consulted with 
other team members on psychological referrals, client formulations, treatment and 
eare-plans, both through informal discussions and formal team and care programme 
approach (CPA) meetings. In addition, I made referrals to and liaised with other 
mental health professionals and services both in and outside the trust.
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During this placement, I had the opportunity to be involved in joint working with 
ehild and adolescent mental health service (CAMHS) and recruiting service-users to 
review and comment on plans for psychological service development across the Trust. 
Moreover, I was involved in auditing group work and presenting findings to the MDT.
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FINAL CLINICAL PAPER 
On ‘Becoming’
A journey of personal growth and professional development
Introduction
Trying to learn to use word, and every attempt 
Is a wholly new start, and a different kind o f failure 
Because one has only learnt to get the better o f words 
For the thing one no longer has to say, or the way in which 
One is no longer disposed to say it. And so each venture 
Is a new beginning, a raid on the inarticulate 
With shabby equipment always deteriorating 
In the general mess o f imprecision o f feeling.
Undisciplined squads o f emotion. And what there is to conquer 
By strength and submission, has already been discovered 
Once or twice, or several times, by men whom one cannot hope 
To emulate — but there is no competition —
There is only the fight to recover what has been lost
And found and lost again and again: and now, under conditions
That seem unpropitious. But perhaps neither gain nor loss.
For us, there is only the trying. The rest is not our business.
(Eliot, 1963, East Coker, lines 174-189)
This passage by Eliot expresses eloquently my inward experience as I sit to write this 
paper: the frustration, as I have tried to capture the depth of thoughts and feelings 
within the confines of words and the longing to describe my discoveries that feel so 
fresh, so unique. And yet I know that much of what I have learnt ‘has already been 
discovered’ by many who have gone before me and those who will surpass. But in this 
I take comfort, hoping that you, the reader, might inwardly resonate with aspects of
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my journey and so perhaps refresh and understand in a deeper, more profound way 
those things that words cannot convey.
The following paper aims to provide an overview of my journey towards becoming a 
counselling psychologist. However, it will not be a strictly chronological description 
of my development as every lesson that has been worth learning, I have had to re­
discover again and again in different contexts, within different models, with different 
clients. I will, however, provide a summary of the main theoretical influences, 
interspersed with relevant clinieal experiences and personal learning, as all these 
elements have worked conjointly in contributing to my development towards 
‘becoming’ a counselling psychologist. But as Bion (1962) described, ‘becoming’ is a 
process which begins, continues and is never completed. I too am acutely aware that I 
have not ‘arrived’, nor ever will.
Despite the ongoing nature of my ‘becoming’, I hope to give you a snap-shot of how I 
practice at the moment and my developing awareness of what it means to be a 
counselling psychologist. To aid with this, I will quote periodically from my reflective 
journal which I have kept throughout training. I hope this will capture my 
development more accurately and innocently as I discover things for the first time. 
Furthermore, where clinieal material is used for illustrative purposes, identifying 
information has been omitted and pseudonyms used to ensure confidentiality and 
anonymity.
Personal philosophy and practice
Perhaps it would be useful to start by stating my personal philosophy about life as this 
implicitly and explicitly impacts on how I perceive and practice as a counselling 
psychologist. As you will be aware from the introduction to this portfolio, my spiritual 
beliefs have largely motivated my research interests, but they have also had a 
significant impact on my therapeutic understanding and approach. While labels 
constantly fail to do justice to personal meanings, I would nonetheless describe myself 
as a Christian who has a personal faith in a relational-God. As a consequence, I 
believe relationships are central to what life is about, fundamental to what it means to
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be human and provide the means of discovering who we are as well as who we would 
like to be. Ultimately I consider that this is expressed in relation to our Creator, but 
also importantly in relation to one another and to our world more broadly. Therefore, 
in line with my spiritual stance (and with the philosophy of eounselling psychology) I 
view the therapeutic relationship as centrally important and as providing the 
overarching framework for my practice.
Moreover, whilst I believe in absolute truth, this can only be known so far as God has 
revealed it and therefore, while offering valuable wisdom and insight, I believe no 
human psychological theory will provide the definitive answer to understanding and 
healing the human ‘psyche’ or soul. Therefore, flowing from this 
epistemological/spiritual stance, I actively aim to draw upon a range of theories in a 
flexible, critical and creative way as opposed to adopting a ‘purist’ approach. This 
approach to psychological theories also fits with my recognition and respect for the 
complexity and individuality of each client and their therapeutic goals.
Integration in practice
Flexibly adopting various therapeutic strategies to suit client needs has been described 
as ‘integration in practice’ (Bateman & Holmes, 2005). This type of integration has 
almost subconsciously occurred as I have gained competence in working within 
different therapeutic modalities and confidence to creatively incorporate alternative 
course of action and reaction. For example, it was in a recent client study that I noted: 
'As I  [have] become more adept and therefore more flexible at utilising CBT tools, 
techniques and conceptualisations, I  am becoming more aware o f the possibility o f  
incorporating concepts and strategies from other therapeutic approaches whilst 
working within a broad-based cognitive model. [This] feels like a significant step 
forward in my journey towards qualifying as a counselling psychologist. ’
However, the integration of different ideas and approaches would be useless without 
the retaining structure of the relationship founded on genuine, authentic trust and 
respect. Both research and my own experience suggest that it is the expression of 
affect and emergence of new understandings that are fundamental to the purpose and
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potency of therapy (Castonguay & Beutler, 2006). Not only is the therapeutic 
relationship essential in providing a safe context for affect to be approached, tolerated 
and accepted and for new understandings to emerge, but ‘positive change can often be 
attributable to the healing effects of a benign human relationship in itself (Russell,
1995). I therefore view the therapeutic relationship as fundamental and central to 
therapeutic practice.
Humanistic Influences
My understanding of the therapeutic relationship has been greatly influenced by 
humanistic approaches. In particular, the Rogerian (1951) conditions of empathy, 
unconditional positive regard and congruence provide the backdrop and foundation to 
every therapeutic encounter. It is of course to these core conditions that I was 
introduced at the beginning of my training. Although I would not describe my current 
clinical work as being exclusively within a Rogerian approach, the core conditions 
remain the bedrock of my practice, upon which other understandings and techniques 
are built. For example, when working within a relatively ‘pure’ cognitive-behavioural 
therapy (CBT) approach (as I was required to do at the beginning of my third year 
placement), I continued to be mindful of embodying the core conditions with my 
clients. As I wrote in a recent client study that in addition to employing specific CBT 
techniques, I also 'tried to communicate appropriate warmth, care, empathy and 
congruence in my interventions as well as through non-verbal communications using 
my body posture, nodding and minimal prompts (such as saying ‘um j. ’
However, maintaining a humanistic sense of ‘being with’ my clients when working 
with such an active and directive approach as CBT has not been easy. A few months 
after starting to practise CBT, I had the following realisation, as noted in my reflective 
journal:
I t ’s suddenly struck me - I  have been so busy doing things - goal 
planning, thought records, setting agendas etc. that I  haven’t really 
been with my clients! ’ (15/01/09)
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In essence, I was experiencing the struggle between ‘being-in-relation’ and ‘technical 
expertise’ whieh remains one of the tensions that typifies counselling psychology 
(Strawbridge & Woolfe, 2003). Although finding this balance when practising CBT 
has become easier over time, I still make an active effort to periodically question my 
interactions with clients. For example, during sessions I often ask myself ‘am I 
entering their world?’, ‘am I listening to them?’, ‘do I see them as a person or 
project?’. I have found this helps me to manage such tensions.
As I have grown in my repertoire of therapeutic strategies I have come to the tentative 
understanding that while the core conditions are necessary, they are not necessarily 
sufficient. Nevertheless, one of the most powerful therapeutic experiences I have had 
to date was with a client with whom I worked in my first year, when practising within 
a humanistic approach.
This particular client, who I will call Mr. D., described his central problem as social 
anxiety flowing from a ‘huge lack of self-esteem’ which he understood as being the 
result of an emotionally and physically abusive relationship with his mother. Mr. D. 
described how he felt unable to show his distress as this would lead to further abuse. 
During therapy we explored his childhood trauma, becoming aware of the impact this 
had had on his current functioning. Sessions were often highly charged with emotion 
and I was (often frighteningly) aware of resonating inwardly with his experiences as I 
entered his world, becoming empathieally attuned. By session 7 he reported that for 
the first time, he felt that it might be ‘ok’ for him to be himself which he described as 
a hugely liberating experience. By the end of therapy, he had become less self-critical, 
had enrolled to go back to university (from which he had previously dropped out 
because of his lack of confidence) and his anxiety symptoms had significantly 
decreased. When reflecting on therapy, he stated that it was my “selflessness” in the 
relationship that had been most valuable and the nature of our relationships that had 
aided him to “discover himself’ for the first time and to find his way forward.
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Learning to ‘love’
One of the most important lessons I began to learn in my first year and particularly 
from my work with Mr. D. described above, was to let clients matter to me: to allow 
them to enter my mind, influence me and change me. I remember wondering whether 
my ability to ‘be’ with my clients was connected to the extent to which I was allowing 
myself to eare for them out of more than professional duty. As I wrote in my reflective 
journal:
‘/  can be so busy in my mind that I  have no space to listen. With clients 
I  often see them as an hour to be ticked off, an experience to be had, an 
interaction to learn from -  it is more about me than about them! Can I  
enjoy being in the moment with them? Can I  enjoy getting to know 
them and helping them to get to know themselves? Can I  begin to 
genuinely care for them? (18/01/07) ’
I chose to write my first client study on Mr. D. primarily because I think it was the 
first therapeutic encounter where I was consciously aware of having a sense of what it 
means to ‘love’ my clients (Mearns, 1994); not as a parent with their child, nor as a 
lover with their beloved, but as part of an existential engagement, where both are 
committed to the task of recovery. Yet as I began to let clients matter to me, I 
simultaneously wrestled with clarifying within my own mind what I was prepared to 
offer them in terms of therapeutic involvement and what lay outside the boundaries of 
my personal, professional and ethical commitment. This involved an increasing 
awareness of the privilege and personal cost of being a therapist and the importance of 
remaining separate enough to be able to ‘deal in the fires of love and not get burnt, 
work in the forge of the irrational and not succumb, toil in the space within hearts and 
yet remain outside’ (Clarkson, 2003, p.28).
Regardless of any other elements I chose to incorporate into the therapeutic 
endeavour (as I will come on to explain) I hope never to ‘move on’ from the 
humanistic attitude and approach towards the therapeutic relationship, not just as a 
means of developing the working alliance so that the ‘real’ therapeutic work can be 
done, but out of recognition of the person-to-person relationship (Clarkson, 2003):
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that part of the therapeutic relationship whieh is grounded in human authenticity and 
mutuality and has a powerful healing effect in itself.
Psychoanalytic Influences
Although valuing and continuing to value the humanistic approach, I did find it shed 
little light on the negative and destructive aspects of my clients or myself. I consider 
an acknowledgment of these ‘darker’ elements to be important on the basis of my 
personal and spiritual beliefs, as well as my experience of working with clients who 
employ rigid defences, are extremely ambivalent and who express and/or elicit within 
the therapist strong negative emotions. Before the end of the first year, I was aware of 
a longing within me for a deeper understanding of defence mechanisms and what I 
would later term the negative ‘transference’ and ‘counter-transference’ reactions.
I vividly remember observing my first year supervisor conducting assessment sessions 
where she would use her own reactions to understand the client’s world and then use 
that as the basis of asking questions that got right to the heart of the problem. 
Supervision was critical in providing me with the space and acceptance of my own 
negative (as well as masochistic, maternal and erotic) reactions to clients, enabling me 
to reflect upon them and begin to use them therapeutically. It was at this time that my 
supervisor introduced me to psychodynamie concepts such as ‘splitting’ and 
projective identification (Segal, 1979) which thankfully made sense of my own and 
clients’ experience.
As I became more acquainted with the theory and practice of psychoanalysis, I 
discovered profound and wonderfully rich theories which, to my surprise, captivated 
me. Unfortunately, there is not the space here to describe the unique contribution that 
the different psychoanalytic schools of thought (including Freudian, Kleinian, 
Kohutian, Interpersonal and Object Relational) have added to my understanding and 
practice of therapy. Suffice to say that becoming acquainted with these theories gave 
me a framework for understanding the aetiology of client problems (specifically in 
terms of the impact of early experience on adult mental states) as well as the nature.
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function and impact of the unconscious, expressed in the dynamics that occur within 
sessions and most notably in terms of the transference/ counter-transference responses.
I have come to view the unconscious as a metaphor for the affective meanings of 
whieh the patient is unaware which emerge through the therapeutic encounter (in line 
with a contemporary psychoanalytic perspective, Bateman & Holmes, 2005). 
Equipped with this understanding, I became attuned to the importance of all aspects of 
therapy: what time clients arrive, how they enter the room, how they sit, how they cry, 
how they say goodbye. I experienced how the therapeutic relationship itself can 
provide insight into the patient’s inner world through the use of transference and 
counter-transference. I saw how its identification and interpretation can lead to 
dynamic change in the patient’s intra- and inter-personal experience. To put this into 
context, if humanistic approaches taught me to immerse myself in the clients world, 
psychoanalytic approaches taught me to oscillate between this primary empathie 
identification and a more reflectively objective stance. In order to attend to such 
unconscious elements, it became essential to develop my ability to monitor and reflect 
upon my own thoughts and feelings occurring in the moment.
Through the modelling of this intuitive process by my first and second year 
supervisors and the provision of a safe space to reflect upon my own responses and 
sensations that were aroused when working with clients, I began to develop my own 
ability to use my counter-transference therapeutically. What is more, I began to trust 
in my instinctive and intuitive reactions, using myself in the relationship, in a way that 
went beyond the application of learned theories and technique. It is the presence of 
these unconscious elements and communications and use of the therapeutic 
relationship in this way that I find to be one of the most intriguing and stimulating 
aspects of therapeutic practice.
Engaging in personal therapy, in addition to supervision, has also been indispensable 
in developing my self-awareness and self-reflective capabilities. In order to be more 
receptive to patients’ unconscious communication, I have come to see the importance 
of the therapist being open to empathie resonances across as wide a range of feeling as 
possible (Casement, 2005). I have discovered that where there are unresolved areas of 
repression or continued disavowal within myself, there continue to be degrees of
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feeling that remain deadened and unresponsive. Therefore Teaming to feel’ emotions 
that I had habitually ‘cut o ff has been an important aspect of both my personal and 
professional development.
Learning to feel
I had always kept strong boundaries in my mind, separating off what felt like the 
‘messier’, ‘dirtier’, ‘darker’ parts of me, including elements of my emotional life 
whieh I felt were less acceptable or controllable. Psychodynamie perspectives gave 
me the impetus, framework and acceptance of these known but unknown aspects and 
the courage to begin exploring them through personal analytic therapy.
As I have continued with therapy, I have become aware of my own use of defences 
such as projection and denial. Previously being somewhat repulsed, or at least 
frustrated with the more vulnerable and dysfunctional parts of myself, I began to 
acknowledge, accept and integrate them; as a consequence, I have come to experience 
a fuller range of emotions in a new, vibrant way. Although this has inherently 
involved struggle, anxiety and pain, ‘learning how to feel’ has been essential in 
equipping me as a therapist, enabling me to accept and contain my clients’ 
vulnerability and enabling me to walk with them in their distress.
Corresponding to my personal tendency, I have become aware of my professional 
tendency to focus on gaining intellectual understanding rather than emotional 
expression and experiencing. Therefore, just as my analyst often asks me ‘are there 
feelings around?’ so too I make a mental note to actively attend to the emotions of my 
clients, implicitly and/or explicitly each session. This became especially important 
when I started practicing CBT, a therapy which has historically emphasised and 
attended to cognitions more than emotions.
On a more general note, through the process of engaging and continuing with personal 
therapy I have come to appreciate the trust required to allow oneself to be deeply 
vulnerable in the presence of another and the distress of being confronted and 
disturbed by aspects previously outside one’s awareness. It has been through 
experiencing this first-hand that I have acquired a deeper understanding and
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compassion for the struggle clients often experience. But most of all, through 
experiencing the psychological and emotional demands of therapy for myself, I have 
gained a more profound respect for my clients’ courage to confront and willingness to 
share their inner conflicts with me.
As mentioned, I have come to recognise that professional development and personal 
growth (through various means) are inextricably linked. Moreover, research 
repeatedly suggests that it is the person of the therapist who has greatest influence on 
the outcome and effectiveness of therapy (e.g. Lambert, 2007). For example, 
Wampold & Brown (2006) found that 46-69% of the variance of the change in therapy 
was due to the therapist (their personal qualities and skill), in contrast to a modest 8% 
being accounted for by the speciflc model or technique used. While there is an 
accumulating amount of data giving some further insights into the qualities 
characterising the most effective therapists (Mollon, 2009), I remain sceptical as to 
whether the therapeutic endeavour and relationship can be quantified and 
standardised, let alone measured through the type of positivist research that currently 
dominates our fleld. This is largely because I would argue that it is often elements 
such as intuition, subtlety, discernment and ‘the tacit’ that are key to successful and 
effective therapeutic encounters. It follows that developing more process-orientated, 
phenomenological-sensitive and relationship-focused research could contribute greatly 
to providing a deeper understanding of what ‘works’ within the therapeutic encounter 
and a more valid and representative evidence-base for ‘best practice’ 
recommendations. Recent research looking at intersubjectivity, theory of mind and 
empathy are providing important contributions in this direction. Given the 
contribution of empirical research to practice (and vice versa) is a crucial one for 
counselling psychologists, I see supporting, perhaps even contributing to such 
research development as an important part of the responsibility and potential pleasure 
of my future role as a counselling psychologist.
Cognitive-Behavioural Influences
Despite the repeated finding that the differences between therapists are greater than 
those between therapies, I am frustratingly aware of the huge investment the
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government is currently making in developing specific CBT services as part of the 
Improving Access to Psychological Therapies initiative. It was with this frustration 
regarding the politics surrounding CBT, a struggle to adopt a more directive and 
structured approach, and the sense of loss of a much loved psychoanalytic way of 
conceptualising clients’ difficulties that I began my CBT placement. As can be 
imagined I felt somewhat resentful, resistant and hostile towards CBT, proclaiming it 
as theoretically flawed, superficial and neglectful of that which was central to therapy 
-  the relationship.
Although I still retain a sense of frustration towards what can be a very mechanistic, 
diagnostically-driven and purely symptom-focused way of practising therapy, I have 
come to appreciate that CBT is not a homogeneous or static entity. Instead, 
contemporary CBT practice is being progressively more enriched by the incorporation 
of a multiplicity of theoretical and philosophical approaches and increasingly 
attending to the therapeutic relationship as central to therapy (Mansell, 2009).
Moreover, as I have become more accepting and accustomed to this way of working, I 
recognise there are advantages and possibilities offered by this model of therapy. In 
particular, the transparency and emphasis on the collaborative nature of the 
relationship has made it easier to seek and take account of feedback, has helped to 
redress the power imbalance that exists between therapist and client and appears to 
also create a more accessible therapy compared to the ‘mysterious’ psychoanalytic 
method. Moreover, it has been my experience that CBT is particularly suited to certain 
clients and/or problems, such as those who present a high degree of fragmentation or 
who are reluctant to engage in a deeper examination of their symptoms.
By way of illustration, I recently assessed a woman in her late 60s who presented with 
an exceedingly complex array of long-standing difficulties. She showed limited 
psychological mindedness, had borderline learning difficulties and did not consider 
gaining an understanding of her difficulties to be a primary goal for therapy. On the 
basis of my assessment, formulation and her therapeutic goals, we decided to contract 
for 8 sessions during whieh I primarily adopted a CBT understanding and approach 
within the relationship. Our work largely focused on helping her to develop coping 
strategies as a means of managing her distress. To my own and her care co-ordinators
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delight, she engaged exceedingly well and made remarkable progress over the course 
of therapy through adopting a number of behavioural and cognitive strategies which 
allowed her to function and enjoy life in a more meaningful way. I doubt whether she 
would have derived as much benefit within this limited time frame if we had worked 
in another way.
A further advantage I have discovered of working within a CBT framework is the 
scope for adopting more of a bio-psyehosocial approach. I have been able to address 
external sources of stress, clients’ physical health and nutrition, their social context 
and immediate interpersonal interactions, providing a more holistic therapeutic 
approach.
Learning a broader role
A related learning point has been to see my own role more holistically within a 
therapeutic service. Working within a community mental health team, I have realised 
that practising as a counselling psychologist involves more than just the provision of 
therapeutic skills. My role has included a whole host of other facets such as educating 
and training other staff, serviee-user advocacy, mental health promotion, consultancy 
as well as service evaluation and development. In fact, although the provision of 
therapy remains central to what I value in my future identity as a eounselling 
psychologist, I am aware that offering a therapeutic contract may not always be the 
best way of helping people in distress. Instead another course of action may be 
necessary following assessment, such as seeking community support or referring on to 
another profession or agency.
This returns us once again to the importance of recognising and respecting the 
individuality of each client. When working with complex people and complex 
problems, there are likely to be circumstances where different types of therapeutic 
understandings and strategies will all have their place. This realisation supports my 
emerging commitment to flexibly and creatively integrating various therapeutic 
approaches, incorporating them within the therapeutic relationship in an idiographie
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fashion, based upon the bedrock of assessment and formulation as well as client 
choice.
Learning to live with limits
Before I end this description of my current therapeutic approach and evolving 
understanding of practice as a counselling psychologist, it seems appropriate to 
acknowledge my experience of the constraints of the therapeutic encounter. Indeed, 
every encounter provides a reminder of the limits of my contribution to clients’ 
growth and development and a lesson in restraining my own needs for the sake of the 
other. Bion’s (1978) directive that therapists should empty their minds, entering each 
encounter in a state beyond memory and desire, has provided a continual spur as I 
have wrestled to let go of my longing for clients’ psychological growth and yearn for 
connection and engagement.
It has also been my work with clients who have used the therapeutic relationship and 
process as a means of expressing anger and ambivalence that not only developed 
therapeutic strength, but which has helped to curb my therapeutic fervour and need to 
‘cure’. I have come to see this as fundamental in being able to provide clients with 
space and freedom to think, feel, and express even the most unbearable things. Such 
experiences also remind me that my role can be just as much about holding aggression 
and disconnection as it is about managing distress and dependence.
As I come to the end of this paper and my training, I am reminded once again of my 
struggle with endings. As I reflected upon some of my first therapeutic endings, I 
wrote the following:
‘Doing therapy seems all about endings. As soon as you start, you are 
planning to end. It feels like I  briefly enter someone’s personal world, 
help them to move some furniture around and then leave them to live in 
it. I t ’s hard not to want to move in with them (or at least with some o f  
them!).
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I  imagine my mark will always be there in some way. I  guess I  need to 
learn to be satisfied with that. ’ (30/03/07)
Ultimately, with what habitually feels like too premature an ending, I am reminded 
that the greatest gift I can often give to my clients is to let them go without fulfilling 
my needs and desires. But my hope is that therapy (as with training) marks only the 
beginning of a process which lasts a lifetime.
Conclusion
Although there are many other influential aspects that I would have liked space to 
describe, I hope you have gained a sense of my journey towards becoming a 
counselling psychologist and how I currently view the therapeutic endeavour. But as 
‘becoming’ is a process which is never completed, I trust the present account, as well 
as my ongoing practice, will always be flavoured with a sufficient mix of new 
discoveries and past experience.
As I look back over my training and forward to qualification, I am reminded again of 
the extraordinary privilege and satisfaction of this occupation: of being involved in the 
growth of others and being challenged oneself towards self-knowledge and 
development. The support of supervision, colleagues, personal therapy, my faith, 
family and friends as well as an acceptance of my imperfections, with a sense of 
humour, have all played their part. As I carry on with my journey in counselling 
psychology, I hope and trust that these will continue to sustain me as I strive to engage 
ethically, authentically and ‘effectively’ with clients in the service of their emotional, 
psychological and spiritual growth...as well as my own.
Who knows where this will lead? But as Eliot concludes, so do I:
For us, there is only the trying. The rest is not our business.
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INTRODUCTION TO THE RESEARCH DOSSIER
This dossier contains a literature review and two pieces of original research which all 
relate to the areas of spirituality and ethics in relation to clinical practice. In particular, 
the literature review explores the ethical issues associated with integrating spirituality 
and psychotherapy. The second paper is an interpretative phenomenological analysis 
of the ethical challenge practitioners’ face when working with spiritual difference. The 
third paper is a thematic analysis of practitioners’ experience of the dual relationships 
encountered in church-based therapeutic practice. Following these three papers, a list 
and copy of relevant published and conference papers are included.
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Integrating spirituality and psychotherapy: An ethical dilemma?
In recent years there has been increasing interest in spirituality within 
the context o f  psychotherapy. Research suggests that many therapists 
are interested in integrating spirituality into their practice; however, 
there remain a number o f  difficulties that potentially impede 
integration attempts. One such difficulty therapists often cite, but is 
rarely addressed in the literature is therapists’ confusion regarding 
how to handle spiritual values ethically. This review aims to address 
this difficulty by exploring the place and nature o f  spiritual values in 
therapy and the ethical issues associated with working with them. 
This will include reviewing rationales for the importance o f  attending 
to spirituality in therapy as well as referring to relevant ethical 
principles and theories in order to provide suggestions for how  
therapists’ might begin to meet their ethical responsibilities in this 
context o f  integrating spirituality into their practice.
Keywords: spirituality; psychotherapy; integration; ethics; values; 
ethical theories
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Introduction
In recent years there has been an increase of interest in spirituality within the context 
of psychotherapy (Crossley & Salter, 2005). Not only have a growing number of 
books and journal articles been written on the topic (e.g. King-Spooner & Newnes, 
2001; West, 2000), but myriad ways of integrating spirituality and psychotherapy 
have been proposed (e.g. Elkins, 1995; Northcut, 2000; Patterson et al., 2000; 
Richards & Bergin, 1997; Vaughan et al., 1996). Recent literature also suggests that 
many therapists are interested in integrating spirituality into their practice (Hathaway 
et al., 2004). However, there remains a number of difficulties that potentially impede 
integration attempts (Miller, 2003). One such difficulty therapists often cite, but is 
rarely addressed in the literature, is therapists’ confusion regarding how to handle 
spiritual values ethically (Tjeltviet, 1999). Therefore, this review aims to address this 
difficulty by exploring the place and nature of spiritual values in therapy and the 
ethical issues associated with working with them. This will include referring to 
relevant ethical principles and theories, accompanied by case illustrations. However, 
in order to contextualise such a discussion, more general literature on psychotherapy 
and spirituality will first be reviewed and evaluated, including rationales for the 
importance of attending to spirituality in therapy, following the necessary definition of 
terms.
Defining spirituality
A  wide variety of definitions have been proposed in the literature discussing 
spirituality and therapy. These have included defining spirituality in ftmctional terms, 
for example as a means of coping with difficult life events (e.g. Pargament et al., 
2000, 2001), as a way of achieving human excellence (Duffy, 1998; Frankl, 1973) or a 
type of moral striving (Richards, 2002). However, some have criticised these 
functional definitions as secularising the concept (Miller & Thoresen, 1999; West, 
2000) and instead have defined spirituality by descriptions of spiritual experiences, 
such as attending only to the present moment (Rowe, 2001) or an altered state of 
consciousness (Argyle & Hills, 2000). Yet, definitions focused on particular 
experiences not only are often misunderstood, but also fail to take account of the fact
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that for many, spirituality pervades the whole of life (King-Spooner & Newnes, 2001). 
Therefore, others have characterised spirituality as a multidimensional space often 
including dimensions of practice and behaviour, experience and emotion, belief and 
faith, intellect and cognition, and the dimension of how all of these are applied to life 
(Argyle, 2002; Lowenthal, 2000). Consequently, there remains much discussion and 
disagreement over to what each of these dimensions refer and how they interact, 
resulting in some therapists concluding that spirituality is a complex and 
multidimensional construct, with no single measure capable of capturing its essential 
meaning (Miller & Thoresen, 2003).
It is also worth noting that although the terms ‘spirituality’ and ‘religion’ have 
been used interchangeably in the past (e.g. Skinner, 1953; Freud, 1927; James, 1902) 
in recent years many researchers and therapists are separating the two terms into 
distinct concepts (Miller et al., 2006). Currently, religion is typically defined as that 
which is more organisational, ritualistic and corporate, whereas spirituality in contrast, 
is being conceptualised as more personal, affective, and individual (Pargament, 1999; 
Richards & Bergin, 1997; Schulte et al., 2002).
Given the notion of spirituality refers to a less institutional, more personal 
concept, combined with the fact that we live in a pluralistic, multi-cultural society, it 
is perhaps inevitable that psychologists will rarely agree on specific definitions 
(Sollod & Shafranske, 2000; Walker et al., 2004). But as practitioners, one does not 
have to rely on scholarly definitions (or lack thereof) but can and should ask questions 
about our clients’ understanding of their own spirituality (Loewenthal, 2000). It is 
important and appropriate, given the confusion with definitions, to let each client 
provide their own concepts, defining spirituality in individual and personal terms. 
However, for the purposes of allowing for a more applied discussion of integrating 
spirituality into psychotherapy, a broad definition will be adopted. In particular, 
‘spirituality’ will be understood as referring to “personal beliefs and 
experiences...concerned with meanings that transcend the self and material reality” 
(Goldsworthy & Coyle, 2001 p.I).
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Integrating spirituality into therapy
Despite difficulties defining spirituality, a number of rationales have been proposed 
for why integrating spirituality into psychotherapy is important (e.g. Hage, 2006; 
Miller & Thoreson, 2003; Smith, 2001). These include the suggestion that spirituality 
has the potential to have a significant influence on mental health and most 
importantly, that clients’ want spirituality to be addressed in therapy. These will each 
be reviewed in turn.
Spirituality and mental health
Researchers over the last three decades have been examining the relationship between 
spirituality and mental health and have pointed to evidence suggesting a link between 
a person’s spiritual beliefs and their mental well-being as grounds for addressing 
spirituality in therapy (e.g. Pargament et al., 2004.). However, drawing conclusions 
from this research is not straight-forward due to definitional difficulties and 
methodological problems. Much of the research existing has focused mainly (although 
not exclusively) on spirituality in terms of religion. This may be because of the 
difficulty with defining spirituality (as indicated earlier) and, unlike religion, there is 
an absence of a clear or convenient measurement for spirituality (Gorsuch & Miller, 
1999). However, even with regards to religion and mental health, the relationship is 
far from clear. For example, a meta-analysis conducted by Bergin (1983) found 
inconsistent and contradictory findings, as 23% of the studies demonstrated a negative 
relationship between religion and mental health, 30% found no relationship and 47% 
indicated a positive relationship. This led previous literature reviews to assert that data 
provided little or no basis for suggesting any relationship between religion and mental 
health (Argyle, 1959; Levin & Vanderpool, 1991).
It has been argued however, that inconsistencies in the way mental health was 
measured had a dramatic impact on the relationships found in the literature (Gartner,
1996). For example, mental health was often defined by measuring characteristics 
such as open-mindedness, self-acceptance and flexibility (Batson & Ventis, 1982). 
Therefore, some researchers depicted religion as destructive to mental health on the
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grounds that it breeds intolerance, prejudice, and a loss of freedom to think for oneself 
(Argyle, 2002; Shafranske & Malony, 1996). But studies that defined mental health by 
behavioural measures (such as drug and alcohol abuse and use of psychiatric services) 
in contrast, found a positive relationship between mental health and religion.
Another possible explanation for the ambiguous findings is the way religious 
commitment was assessed, in particular whether it was measured in terms of intrinsic 
or extrinsic factors (Gartner, 1996). For example, a number of studies have found 
anxiety to be negatively associated with public or extrinsic religious participation but 
positively associated with private or intrinsic religiosity (Bergin et al., 1987; De 
Figueiredo & Lemkau, 1978). This explanation may have parallels with research 
demonstrating that self-reported personal spirituality rather than religious affiliation 
alone was more closely associated with several positive mental health outcomes 
(Pardini et al., 2000). However, it should be noted that cross-sectional designs were 
invariably used, making it impossible to determine causality in the relationships.
Recent researchers who have focused on behavioural measures of mental 
health have claimed a more consistent association between spirituality and positive 
mental health outcomes (Hage, 2006; Miller & Thoreson, 2003). For example, 
religious affiliation, activities and spiritual beliefs have shown to be consistently 
correlated with decreased levels of depression, suicide, anxiety, alcohol and drug use, 
delinquency and marital instability (Koenig et al., 2001; Pargament et al., 2005; 
Richards et al., 1999). Therefore, although the evidence does not definitively 
demonstrate a positive relationship between spirituality and mental health, it does 
suggest that spirituality has the potential to have a significant advantageous influence 
on mental health. However, there clearly remains the need for further 
methodologically sound investigation (Smith, 2001).
Clients ’ view o f spirituality in therapy
Perhaps a more convincing rationale for integrating spirituality into therapy is the fact 
that there are growing numbers of individuals, both in Britain and the USA, who 
report that religion or spirituality is personally important to them (e.g. Bergin &
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Jensen, 1990; Duffy, 1998; Miller & Thoresen, 1999). Research also shows many 
clients actively want therapy to address their spiritual concerns (Pargament et al., 
2005). For example, in a survey of adults suffering from a serious mental illness, two 
thirds of the sample stated that they would like to discuss spiritual concerns with their 
therapists (Lindgren & Coursey, 1995). Likewise, a recent investigation conducted to 
assess clients’ beliefs about the appropriateness of discussing spiritual concerns in 
counselling (Rose et al., 2001) discovered that more than half indicated a preference 
for discussing spiritual concerns over not discussing the topic in therapy. This was 
either because religion or spirituality was personally important to them, because their 
current problems were in some way related to spirituality, or because they believed 
religion or spirituality to be central to human personality and worldview. By way of 
illustration, one client wrote “I would like to discuss issues of spirituality or religion 
because it is part of my beliefs, values, and ethics” (p. 12). The main finding, that 
participating clients had a preference for discussing spiritual issues in therapy, is 
consistent with earlier research (Dougherty & Worthington, 1982; Wyatt & Johnson, 
1990). However, most studies are limited by selection biases in relation to the clients 
who are willing, or invited to participate. It is possible, if not probable that clients 
most interested in spiritual issues are more likely to participate in studies such as 
these, leading to inflated estimates of the percentage of clients in general who would 
like to discuss spiritual issues in therapy.
Although many clients have indicated a preference for discussing spirituality 
in therapy, this was dependant in part on the characteristics of the therapist. In the 
study by Rose and colleagues (2001) clients made statements to this effect, writing for 
example, that their preference was dependent “on the counsellors’ abilities to discuss 
without...imposing [their] own views/beliefs/practices” and that spirituality “would be 
hard to discuss if the person was not understanding” (p. 12). In spite of statements such 
as these, therapist characteristics only accounted for 5% of the variation in clients’ 
preferences in this study. However, other researchers have reported a larger proportion 
of potential clients have fears and negative expectations about how a therapist might 
respond to their beliefs, describing a concern that psychotherapists might try to 
undermine their beliefs or attempt to convert them to be more in-line with their own 
spiritual values (Keating & Fretz, 1990; Quackenbos et al., 1985). This research could
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be criticised on the basis that the participants were potential clients, rather than those 
already engaged in therapy. Nonetheless, other research involving individuals 
currently in therapy reported similar findings: that clients were concerned that if they 
shared their spirituality, their therapist might be judgmental, disapproving and/or even 
rejecting of them (Suarez, 2005). Overall, it appears that whilst retaining fears 
regarding therapists’ response, evidence indicates that at least a significant proportion 
of clients would like therapy to attend to their spiritual values.
Therapists ’ views on spirituality in therapy
Many therapists have reported a similar perspective on spirituality in therapy -  
considering spirituality to be an important factor but being apprehensive about 
explicitly addressing it in therapy. Both quantitative national surveys and smaller scale 
qualitative studies have found that the majority of therapists appreciate the potential 
importance of clients’ spiritual concerns, viewing them as relevant to clinical practice 
(Hathaway et al., 2004; Shafranske & Gorsuch, 1984). For example, Shafranske and 
Malony’s (1990) survey of 1000 randomly selected psychologists, demonstrated that 
74% disagreed with the statement that “religious or spiritual issues are outside the 
scope of psychology (p.75) and more than half of the sample reported spirituality was 
relevant to their professional life. A similar appreciation for the importance of 
spirituality was also reported in Stamogiannou’s (2006) qualitative study, where 
psychologists spoke about being unable to divorce a client’s spiritual beliefs from who 
they are as a person and emphasised that failing to explore these beliefs would be 
leaving a part of the client out of the therapy room.
Although many therapists consider spirituality to be of value in psychotherapy, 
researchers have raised concerns that the inclusion of spirituality in therapy remains 
the exception rather than the rule (e.g. Miller & Thoresen, 1999; Myers & Baker, 
1998; Pargament et al., 2005; Shafranske & Malony, 1996). Though this concern is 
repeatedly stated, there appears to be little direct evidence to support the claim. 
Nevertheless, what is clear is that therapists are uncomfortable about discussing 
spiritual ideas and beliefs (Bergin et al., 1996). This suggestion is supported by recent 
findings illustrating how some therapists actively shied away from discussing spiritual
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aspects within their clinical practice (Crossley & Salter, 2005). Moreover, a study by 
Shafranske & Malony (1990) found that the majority of clinicians stated they did not 
feel confident to address religious or spiritual issues in therapy.
In particular, a number of factors that create confusion for therapists and 
restrict engagement with spirituality have been reported. These include a lack of 
training on integrating spirituality (Drawer et al., 2002; Walker et al., 2004, 2005), 
difficulty defining and understanding the term ‘spirituality’ (Crossley & Salter, 2005; 
Nino, 1997; Small, 2001) and conflict between spirituality and psychological theory 
and practice (Baker & Wang, 2004; Schultz-Ross & Gutheil, 1997; Sollod, 2005). A 
thorough engagement with these issues has been documented (as referenced above), 
but a factor that is rarely addressed and yet is central in therapists’ own descriptions of 
their difficulties, is the issue of integrating spirituality at the ‘discursive’ level. 
(‘Discursive’ is being used in this context as referring to the explicit raising and 
discussing of spirituality in therapy).
A number of qualitative studies have shown that therapists are reluctant to 
raise the subject of spirituality themselves and even if a client introduces the topic, 
they still struggle with how best to respond. Even therapists with a particular interest 
in spirituality have reported experiencing uncertainty about how to work with spiritual 
issues (Stamogiannou, 2006; Suarez, 2005). Psychologists have expressed confusion 
over the legitimacy of disclosing their own spiritual stance and are fearful that explicit 
discussion of spirituality would reveal something of their own beliefs, even 
unintentionally (Baker & Wang, 2004). As one participant stated “You can’t really 
discuss (spirituality) without disclosing something” (Suarez, 2005, p. 147). 
Researchers reported that at the heart of this uneasiness with explicit and/or implicit 
disclosure or discussion of spirituality was a concern that therapists’ own spiritual 
beliefs might influence or be imposed onto clients (Baker & Wang, 2004; 
Stamogiannou, 2006).
This concern is not without some basis as a number of empirical studies have 
provided evidence that client values are affected by the therapist’s values and do 
change over the course of therapy to become more like the therapist’s values (Beutler 
& Bergan, 1991; Beutler et al., 1986; Tjeltveit, 1986). A review by Kelly (1990)
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concluded that convergence of values does occur in therapy, although it was noted that 
convergence of values was measured by the therapist’s rating, rather than a 
standardised or client-rated measure (Beutler et al., 1983). Furthermore, it has not 
been clear what client values are most amenable to change and in particular, whether 
or not values related to spirituality are subject to alteration. A more recent study by 
Kelly and Strupp (1992) confirmed that client values undergo significant change over 
the course of therapy; however, the majority of value change occurred in the areas of 
‘personal goals’ and ‘competency’ (which included principles such as self-respect, 
wisdom, courage and independence), while ‘morality’ values (which included 
principles such as honesty, forgiveness and self-control) were relatively stable. Given 
that morality values could be seen as being more closely linked with religious or 
spiritual values (Bergin, 1991; Lowenthal, 2000), the finding might suggest that 
spiritual values are also less likely to be altered than other values. However, this must 
be viewed as a tentative hypothesis especially as the one religiously oriented value -  
‘salvation’ -  was included in ‘personal goals’ which was an area that did undergo 
significant change.
It therefore appears unclear the extent to which clients’ spiritual values are 
subject to change or the direction of change in relation to the therapists’ values. 
Nevertheless, this acknowledgement of value change and even the possibility of 
spiritual value change occurring in psychotherapy, combined with therapists’ fears of 
imposing their own spirituality, raise a number of ethical questions and challenges 
(Tjeltveit, 1986). The rest of this review will aim to unpack, delineate and discuss 
these ethical issues associated with value existence, value change and value 
imposition, in the context of spiritual beliefs.
Values in Psychotherapy
Several suggestions have been postulated in response to the ethical issues associated 
with handling values (including spiritual values) in psychotherapy. One suggestion is 
for psychotherapists to adopt an ethically relativistic stance which means all 
worldviews and values are considered to be equally valid and good (Richards et al., 
1999). This would mean that therapists must avoid questioning clients’ values.
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seeking to change clients’ values or imposing their own values. On this basis, all 
values, including spiritual ones, could supposedly be integrated into psychotherapy 
whilst avoiding having to address any ethical issues associated with active value 
change or value imposition. However, assumptions underlying an ethically relativistic 
stance have been vigorously challenged during the last few decades. For example, 
Kitchner (1980) and Bergin (1980) have argued that this approach is logically 
inconsistent with the very nature of therapy which involves certain goals of change 
being advocated and pursued. When a therapist adopts an ethically relativistic stance, 
they cannot plausibly challenge any of a client’s values, even if they conflict with 
mental health values because all values are assumed to be equally worthwhile, valid 
and true (Bergin et al., 1996; Richards & Bergin, 1997).
An interlinked suggestion of how to handle spiritual values is for 
psychotherapists to suspend their own thoughts and judgments about a client’s values 
and beliefs (Bergin et al., 1996). This method has also been advocated by participants 
who took part in a study investigating clinical psychologists’ experience of addressing 
spiritual beliefs in therapy. Psychologists stated that they attempted to suspend their 
own spiritual beliefs as a means of empathising with their clients’ spirituality and not 
imposing their own spiritual beliefs (Crossley & Salter, 2005). However, one cannot 
help but question whether suspension of one’s own beliefs is ever possible, let alone 
whether it is a productive solution to imposing values, for the same reasons that an 
ethically relativistic stance is inadequate (that is, many would understand therapy as 
inherently involves pursuing and changing certain goals and values). The inadequacy 
of suspending beliefs was mirrored in psychologists’ experience. Although 
participants claimed that it was necessary to arrest their own judgment, they also 
spoke about different strategies they adopted when a client’s spiritual beliefs appeared 
to be contributing to their distress, including encouraging clients to re-examine aspects 
of their spiritual understanding (Crossley & Salter, 2005).
Not only can therapists’ fail to suspend their own beliefs, but they cannot truly 
be spiritually neutral or objective either. This has been argued on the basis that every 
client and therapist has a stance on spirituality, regardless of whether that stance is 
aligned with atheism, agnosticism, non-traditional spirituality or traditional religiosity. 
These beliefs shape one’s understanding and perception of meaning, purpose, change.
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choice, life, death, mental health and so on, irrespective of whether or not this is 
explicitly acknowledged (Aponte, 1996; Clarkson, 2000; Gorsuch & Miller, 1999; 
Payne et al., 1992; Williams & Irving, 2001). Indeed, psychological theories and 
practice are based upon assumptions about what is ‘good’, what is the ‘good life’ and 
what is the ‘good life for this client’ and issues of ‘goodness’ have been argued to be 
spiritually influenced (London, 1986; Tjeltveit, 2004). Consider for example, some 
humanistic therapists, who argue that what is best for clients and society is for each 
individual to focus on their own needs and “self actualisation” (Wallach & Wallach, 
1983, p. 164). Browning and Cooper (2004) have argued that this assertion is 
essentially a moral one, on the same logical footing as some spiritual perspectives. 
The presence of moral elements in psychological theories and therapy suggests that 
spirituality cannot be easily separated from psychotherapy, especially considering that 
for many, an understanding of morality flows from their personal religious or spiritual 
position (Haug, 1998; Lowenthal, 2000; Tjeltveit, 1999).
In summary, the suggestion that psychotherapists could be ethical relativists, 
or that psychotherapy could be value-free (in terms of suspending one’s own values) 
or value-neutral (with respect to spirituality), appears unsustainable. Thus, the 
question is not how spiritual values can be excluded or whether they should be 
considered in therapy, but rather how these spiritual values can be handled ethically in 
practice. Additionally, given that a change in client values is potentially an essential 
part of psychotherapeutic practice, the challenge is how to use values to therapeutic 
advantage without abusing the therapist’s power or the client’s vulnerability by value 
imposition (Bergin, 1991).
Value imposition
Several suggestions have been made for ways spiritual value imposition could occur. 
An overt imposition occurs when a therapist uses their position to forcefully 
manipulate and align the client’s value and belief system with the therapist’s. A more 
subtle form of imposition occurs when the clinician implicitly pursues spiritual goals 
that are not relevant to the problem that is being addressed, that are contrary to the 
client’s values, or if a therapist reinforces a client for adopting certain spiritual
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positions but not for adopting others (Chappell, 2000; Mack, 1994; Tjeltveit, 1986). 
For example, spiritual value imposition would be seen to occur if a therapist, who held 
spiritual beliefs that disagree with the practice of homosexuality, agreed to help a gay 
client work on improving his homosexual relationship while covertly attempting to 
convince the client that celibacy or a heterosexual relationship would be preferable. 
Similarly, if a therapist who held no such beliefs, tried to persuade a client who 
presented with struggles surrounding their sexual orientation, to give up their spiritual 
beliefs against engaging in homosexual practices and act upon their sexuality.
There are a number of reasons why it would be inappropriate for therapists to 
impose their spiritual values on clients. Of central importance is that the fact that 
central to the ethics of the British Psychological Society (BPS) (2006) as well as the 
Division of Counselling Psychology’s Professional Practice Guidelines (2008) is a 
respect for individual dignity, uniqueness and freedom of choice. This is further 
specified in the Professional Practice Guidelines of the Division of Clinical 
Psychology (1996) which instructs psychologists not to “unreasonably impose their 
own values” (p. 13).
The major professional and ethical problem with spiritual value imposition is 
the potential for eliminating or reducing clients’ freedom to choose their own spiritual 
values (Chappell, 2000). Not only do practitioners view a core objective for the 
therapeutic process as enabling clients to act with greater spontaneity and freedom 
(Bell & Innes, 1996) but upholding client freedom is based on the ethical principle of 
autonomy. ‘Autonomy’ has been defined as being self-determining -  that is making 
one’s own decisions about the views and beliefs one will hold and about how one will 
live (Kitchener, 2000; Rowson, 2001).
Autonomy
Respect for autonomy is repeatedly identified as fundamental to the work of a 
psychotherapist (Barnes, 2000; Clarkson, 2000; Shillito-Clarke, 2003). Not only have 
a long line of therapists argued for the importance of autonomy in effective 
psychological functioning (e.g. Rogers, 1961; Szasz, 1965), but respect for autonomy
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also provides the foundation for many other concepts in psychotherapy, such as 
tolerance for differences, mutual respect in the therapeutic relationship, the client’s 
right to privacy and most relevantly the need to avoid spiritual value imposition 
(Kitchener, 1984). It is therefore not surprising that respect for autonomy is one Of the 
four ethical principles that provide a basis to the BPS code of conduct and is one of 
the benchmarks used when weighing up options in ethical dilemmas, such as how to 
handle spiritual values in therapy. Other stated ethical principles in addition to 
autonomy include non-maleficence (the principle of causing least harm), beneficence 
(the principle of maximising benefit), justice (the principle of acting justly and fairly) 
and autonomy (the principle of maximising opportunities for all to implement their 
own choices) (Barnes, 2000; Bond, 2000; Kitchener, 2000).
The principle of autonomy in its most basic form would demand that a 
therapist should never do or say anything that might restrict or undermine the client’s 
freedom to make their own spiritual value choice and then to implement that choice 
(Shillito-Clarke, 2003). However, the application of this principle is rarely straight 
forward, largely because autonomous choice implies the ability to use rational 
deliberation and to be competent in making decisions (Fitting, 1984; Moore, 1980). 
Indeed, there is considerable disagreement and divergence as to the criteria for 
deciding what should be considered competent and rational decision-making 
(Dworkin, 1988; Rowson, 2001). A young child for instance, or an acutely psychotic 
patient would not be considered capable of making autonomous choices by many 
therapists (Dunn, 1998). Therefore, it has been suggested that someone should be 
considered autonomous if they have an adequate grasp of their situation, are not 
abnormally subject to external or internal pressures and show no obvious signs of 
confused or deluded thinking (Kitchener, 2000), but even this is subject to varied 
interpretations.
Imagine for example a young woman who has been referred for therapy to 
help with her severe depression. She decides to terminate her contract earlier than the 
therapist advises because she believes her problems will only be resolved through 
prayer. She will rely on personal prayer and the prayers of her church congregation, or 
perhaps if she held different spiritual beliefs, she might rely instead on the prayers of 
her recently deceased grandmother. Some therapists might be inclined to respect the
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woman’s decision, while other therapists might be more likely to reject her decision as 
deluded (Rowson, 2001). There is clearly scope for debate and discussion as to what 
should be considered appropriate criteria forjudging autonomous decisions.
There is however, a second aspect for consideration by the therapist: that is 
whether an individual’s decision must be accepted if one is satisfied that it is 
autonomous, even if one believes it to be mistaken or misguided (Barker & Baldwin, 
1991). This dilemma can be understood as arising because the principle of autonomy 
is conflicting with other ethical principles. In the example above (which will be 
repeatedly referred to throughout this review) it could be considered that the principle 
of autonomy, (respecting the woman’s choice to terminate therapy) is in conflict with 
the principle of beneficence (that prayer is not the only or best way to help her recover 
from her depression). Alternatively, it could be conceived that the principle of 
autonomy is in conflict with the principle of non-maleficence, as the termination of 
therapy might put her at risk of her self-harming or even committing suicide.
Ethical dilemmas
The principles of non-maleficence, beneficence, and autonomy are at the core of many 
ethical dilemmas (Kitchener, 1984). This is a theoretical reflection of the tension 
therapists experience when respect for a client’s spiritual beliefs contradicts what they 
believe would be best for that client (Crossley & Salter, 2005). By way of illustration, 
consider a female client from a spiritual background that prizes submission of women 
to their husbands and who therefore has not considered it appropriate to confront her 
emotionally abusive spouse. Her therapist believes her psychological struggles stem 
from her dysfunctional relationship with her husband and is wrestling with whether to 
challenge her submissive posture (which may be seen to be in line with the principle 
of beneficence) or not to question her beliefs (thus respecting her autonomy).
Conflict between principles remains the source of much confusion and 
disagreement (Cross & Wood, 2005) and it is assumed that practitioners will 
encounter situations in which it appears impossible to reconcile all principles without 
compromise (British Association of Counselling and Psychotherapy, 2007). Ethicists
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have suggested that there are no ‘hard and fast’ rules regarding how to weigh up 
ethical principles against one another or how to apply the principle of respecting 
autonomy. Instead, therapists need to develop an ability to recognise the ethical issues 
that different situations present and then be able to apply ethical insight into practice. 
The phrase that best captures this is “fostering ethical mindfulness” (Bond, 2000, 
p.242). It is logical that effective handling of ethical dilemmas depends so much on 
the context that developing ethical mindfulness is essential for securing best practice 
in dealing with spiritual values (Bond, 2005). It could even be said that it is unethical 
to decide how to address ethical dilemmas without taking full account of the context. 
For instance, many therapists would view a client who states they frequently hear the 
voice of God, to be delusional. However, it may be that this client belongs to a 
spiritual tradition where this experience is considered a normal and expected 
experience of all believers as is the case in some Pentecostal churches (Copsey, 2007). 
As can be seen by this example, it is essential to take the context into account when 
deciding how to respond to spiritually-related ethical challenges.
This context-dependent, individual way of handling spiritual values is present 
in therapists’ description of their own practice in this domain. For example, a 
qualitative study investigating religious values in psychological practice gave rise to 
highly individualized data where participants described their experience and approach 
in terms of fluctuating states rather than fixed habits depending on the context (Baker 
& Wang, 2004). However, these same participants also expressed confusion and 
apprehension regarding how to handle spiritual values in therapy (in line with other 
research noted previously). Therefore exploration of the relevant arguments and 
underlying moral theories for endorsing and applying different approaches to handling 
spiritual value influence, might aid therapists to foster their own ethical mindfulness, 
allowing them to approach individual situations in a context-specific, flexible, 
confident way (Duggan et al., 2006).
Ethical theories
There are several different theories which are employed when deciding how to apply 
ethical principles to situations and for justifying ethical decisions. Two approaches
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have traditionally dominated discussions of ethics: teleological (or consequentialist) 
theories and deontological theories (Pojman, 1990; Purtilo, 1999). These will each be 
discussed in turn.
Teleological (or consequentialist) theories
Teleological theories assert that one can best answer ethical questions by focusing on 
the telos (“end”) of an action or in other words, its consequences. The basic ethical 
principle is maximisation of positive consequences (Frankena, 1973) and thus, no 
actions are intrinsically bad or good but what determines whether they are morally 
right or wrong is the extent that they lead to desirable consequences. However, there is 
no one criteria for what constitutes a positive consequence and different teleological 
theories aim to maximise different consequences. For example, some focus on egoism 
as the goal, which means that when making ethical decisions one should consider 
what will further one’s own well-being; others focus on altruism (considering what 
will maximize the good of others) and many adopt the notion of utilitarianism (aiming 
what will maximize the general good) (Tjeltveit, 1999).
Consider a conservative Jewish woman who gave up further education and 
pursuit of a career to be a home-maker and look after her children, which she believed 
was the appropriate outworking of her spiritual beliefs. She presented to therapy with 
depressive symptoms which appeared to be tied in part to her decision to remain at 
home (Yarhouse & VanOrman, 1999). If egoism was the goal, it would perhaps be 
most appropriate to encourage this woman to return to pursuing her career. However, 
if altruism was the aim, some may consider it to be more important to help this 
woman to find a way to remain at home with her children.
It has been argued that psychotherapists (Wallach & Wallach, 1983) and 
psychologists (Schwartz, 1986) generally embrace psychological egoism, that is 
striving above all to maximize freedom from psychological distress for individual 
clients. On this basis, what determines whether spirituality should be raised in therapy, 
whether the therapist should self-disclose their own spiritual beliefs, whether the 
client’s spiritual beliefs should be affirmed or opposed, and whether it is right to
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actively influence spiritual beliefs, depends on whether doing so would maximize 
freedom from psychological distress for the client (Cross and Wood, 2005). Therefore, 
it is not necessarily considered to be morally essential to respect the client’s autonomy 
to choose and act upon their spiritual beliefs.
In relation to the previous case example, the question to ask is ‘what will 
enhance the depressed client’s psychological well-being?’ On this basis, one could 
imagine that a therapist who did not believe that prayer would resolve psychological 
problems could justify disregarding the client’s wishes to terminate therapy and 
instead persuade them to continue (which could be conceived as imposing spiritual 
values). Alternatively, it could be argued that preserving and encouraging the client’s 
autonomous decision to terminate therapy and avoiding spiritual value imposition 
would ultimately lead to greater psychological well-being (Bell & Innes, 1996). This 
approach to ethical decision-making may be considered initially attractive as decisions 
are made for the professional on the basis of the rule of best outcome. Thus, it has 
been suggested the therapist can abdicate moral responsibility by citing outcome 
rather than personal preference as the determining factor in their action (Rowson, 
2001). However, few actions have wholly positive or predictable consequences, all 
events are open to interpretation, and what appears to be beneficial today, may turn 
out to be detrimental tomorrow (Messick, 2005). Moreover, the previous example 
draws attention to a central criticism of teleological theories that is, the ethical concern 
of paternalism.
Paternalism literally means acting like a father towards a person and presumes 
that the person in authority (the therapist in the case example) knows what is good for 
an individual (the client) and should undertake to regulate their behaviour accordingly. 
The notion of paternalism might appear inappropriate or even repulsive to many 
psychologists (Kitchener, 1984), however it is the ethical stance underlying actions 
such as the involuntary commitment of dangerously self-destructive clients to 
hospital, which has long been considered ethical practice in mental health (Dunn, 
1998). Furthermore by definition, the profession has accepted a commitment to 
‘alleviating personal distress and suffering’ and to promote the psychological welfare 
of clients (BPS, 2000, p. 2) which could be considered to justify paternalistic actions 
(Dworkin, 1988). Nevertheless, advocates of paternalism take on a tremendous 
responsibility because in order to calculate the psychological benefits thoroughly, it is
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essential to be as well informed of all perspectives and potential outcomes as possible 
(Rowson, 2001). Moreover, the long-term effects of any action must be considered as 
comprehensively as the short-term effects. Ultimately, therapists who adopt this 
position must believe that they know what is better for clients than clients do 
themselves (Cross & Wood, 2005).
Deontological theories
Considerations such as these have led deontologists to reject teleological theories as a 
basis for moral judgments. Instead, certain actions are considered to possess some 
intrinsic property of “rightness” and therefore always ought to be pursued as a matter 
of duty (Duggan et al., 2006). Although acknowledging that there is a prima facie 
obligation to seek the best outcome (whether that is psychological egoism or some 
other desirable consequence), this should be weighed against a number of other ethical 
duties, usually including telling the truth, keeping promises, being just and most 
pertinently, respecting autonomy (Cross & Wood, 2005). Although autonomy (as with 
many other ideals) can be linked with positive outcomes (Rowson, 2001), from a 
deontological perspective, this would be considered as a ‘happy coincidence’ rather 
than a necessary feature.
In a recent qualitative study, it appeared that some participants considered 
respect for autonomy to be the prima facie obligation and therefore sought never to 
challenge a client’s beliefs, regardless of whether these were contributing to their 
distress. In one participant’s description of their work with a client who was worried 
that her family would not go to heaven, they described deliberately withdrawing from 
enquiring about this fear as a means of ensuring that they respected their client’s 
autonomy to hold this spiritual belief (Crossley & Salter, 2005).
Kitchener (1984) suggested that applications of the principles of beneficence 
and non-maleficence are more likely to be justified in terms of their teleology or 
consequences, whereas the principle of autonomy is more likely to be justified by 
applying deontological theory. This is because respect for autonomy is based on the
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rich and sophisticated philosophical tradition of respect for persons^, which forbids us 
from using people to achieve our own ends. This ean oeeur when the purpose of 
therapy is to accomplish what we want, even if what we want is admirable, such as to 
increase clients’ psychological well-being (Purtilo, 1994; Rowson, 2001). In relation 
to the original case example, if respect for autonomy was considered to be a morally 
binding duty, this would indicate that the client’s spiritual values and belief in prayer 
should not be undermined, or perhaps even questioned.
The deontological approach to ethical dilemmas, by giving primaey to the 
prineiple of autonomy, provides an element of eertainty where events and 
eireumstanees are perceived as ambiguous. In addition, it is more effieient than 
teleological theories in terms of time taken to reaeh a decision and conservation of 
emotional and intellectual energy when prineiples are not in conflict, as the eourse of 
aetion is predetermined by the morally binding duties (Rowson, 2001). However, as 
previously highlighted, professional practice often involves negotiating between 
ethical principles, where one prineiple suggests a eourse of action that is unethical in 
the light of another prineiple (Purtilo, 1999). Therefore, deontologieal theories do not 
eliminate ethieal dilemmas from arising when working with spiritual values (Cross & 
Wood, 2005). Moreover, deontologieal reasoning can leave the therapist with a heap 
of duties which are unrelated to what will achieve a positive psyehologieal outcome 
(Downie & Caiman, 1994).
Still, deontologists have argued that respeet for autonomy is inherently right 
and a morally binding duty that ought always to be upheld (Beauehamp & Childress, 
2001). Moreover, it is argued that sincere respect for autonomy actually encourages 
clients to deliberate and form preferenees (Duggan et al., 2006). For example, it has 
been suggested that if a client discloses their spiritual beliefs whieh happen to be 
different to the therapist’s the most ethieal response eould be for the therapist to ask 
the elient if they would prefer to see someone who shares their spiritual perspective 
(Riehards et al., 1999).
If one comes to the eonelusion that respeet for autonomy is a morally binding 
duty, it is elear that a therapist should not impose their own spiritual beliefs onto
 ^For example, Kant (1983) affirmed that the categorical imperative is the recognition that each 
individual has unconditional and incomparable moral worth and dignity.
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clients. Instead they should show utmost respect and even encourage elients to hold 
their own spiritual values which are perhaps different from the therapist’s. It has also 
been suggested that to enable elients to be truly autonomous, therapists should be 
truthful with them and diselose any information that might be relevant to their choiees 
as fully and impartially as possible (Rowson, 2001). Applied to the ease example, 
enabling the depressed young woman to be truly autonomous could therefore involve 
the therapist explaining why they believed she should eontinue with therapy (if this 
was their professional opinion), whilst at the same time affirming and encouraging the 
client’s right to hold her own spiritual values and to make her own decision whether to 
terminate therapy or not. It is also worth noting that the same approaeh to handling 
this depressed elient might also be indicated when reasoning from the teleological 
perspective, depending on what one deeided would result in the most desirable 
eonsequences. Therefore, the use of different ethieal theories does not neeessitate 
different praetical out workings; nor does the use of the same ethieal theory by 
different practitioners, automatieally aehieve the same solution to ethical dilemmas 
(Jordan & Meara, 1990).
Evaluating ethical theories
It has been suggested that because different solutions to ethieal dilemmas may be 
aehieved, even within a given theoretieal orientation (Kitehener, 2000; Haas et al., 
1986), this may aceentuate individual differenees. In other words, the judgment of 
ethieal dilemmas may mostly relate to individual experienee, orientation, working 
eontext, personality and personal values (Shillito-Clarke, 2003). This has been cited as 
a eriticism of the use of such ethical theories to provide a solid basis for ethical 
behaviour (Jordan & Meara, 1990). But this eriticism has been rebuffed on the basis 
that dilemmas are dilemmas precisely beeause more than one rationally justifiable 
solution exists (Beauchamp & Childress, 1983). Therefore, a “solid base” does not 
necessarily equate with individual elinicians using identical means to reaeh identieal 
deeisions on ethieal dilemmas. In fact, the importanee of fostering ethieal mindfulness 
(Bond, 2000) as discussed previously, suggests that therapists should be trained and 
encouraged to develop their own unique and personal awareness of ethieal issues and
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theories, instead of trying to reach one identical and shared understanding of how to 
handle spiritually-related ethieal dilemmas in therapy.
Although principle-dominated methods do not by any means conclusively 
determine how a therapist ought to handle spiritual values ethieally, they do provide 
tools for eoneeptualizing and organising competing demands as well as identifying a 
range of alternative options (Callahan, 1988). When eonsidering how to ethically 
handle spiritual values in therapy, therapists are therefore urged to first use these 
prineiple theories to elarify the elements of the dilemma from different perspectives, 
then to eonsult professional codes, supervisors and other relevant sourees. Alternative 
eourses of aetion can then be considered before deeiding how best to proeeed in a 
partieular situation (Carrol, 1996; Francis, 1999; Kitchener, 2000). Because therapists 
rarely have the luxury of extensive in-session time for reflection, careful ethical 
reflection out of therapy is essential. To aid this, the profession should foster a climate 
in whieh debates about ethieal dilemmas are eneouraged and where ethies are 
generally regarded as a habitual part of the daily life and work of the praetitioner 
(Shillito-Clarke, 2003).
Conclusion
A growing body of research literature has advoeated the need to integrate spirituality 
into therapy on the basis that a signifieant proportion of clients and therapists consider 
spirituality to have an important and legitimate plaee in therapy. However, the very 
existence of values and therapists’ uneasiness eoncerning the influence and possible 
imposition of their own spiritual beliefs raises a number of ethieal questions and 
challenges. Proposed solutions to sidestep these ethieal ehallenges, such as suggesting 
that psyehotherapists eould be ethical relativists, or that psychotherapy eould be value- 
free or value-neutral, all appear implausible. Thus, the question of how to handle 
spiritual values ethically in practice needs to be eonsidered.
The principle of autonomy was diseussed as the basis for why therapists 
should not undermine client’s spiritual values nor impose their own. However, various 
interpretations of the principle of autonomy cause difficulties in establishing how
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exactly one applies this principle to handling spiritual values. Moreover, eonflicts 
often arise between the prineiple of autonomy and other ethical principles, such as 
beneficence and non-maleficence when handling spiritual values in therapy. Given 
there exists much confusion and disagreement regarding how to weigh up ethical 
principles against one another, it has been argued that therapists need to develop their 
own ethieal mindfulness by exploring relevant arguments and underlying moral 
theories. Teleological theories and deontologieal theories were outlined, discussed and 
applied to the domain of integrating spirituality into therapy. Although these theories 
help coneeptualize dilemmas, they do not produee a eonclusive or satisfying answer to 
how spiritual values ean be managed ethically. However, many eonsider this to be part 
of the nature of ethies that different individuals will arrive at different eonelusions and 
to this effect no one theory ean be assumed to be the right one. However, the 
importanee for therapists to carefully consider these theories to deeide for themselves 
how they will handle spiritual values in therapy has been underlined.
As well as therapists’ own reflection on these ethical issues, future research 
investigating the impaet and outeomes that spring form different ways of handling 
spiritual values in therapy may provide further direction for therapists. Moreover, 
studies investigating the relationship between the extent to whieh different therapists 
foster ethieal mindfulness, and their comfort and willingness to address spirituality in 
therapy, would potentially indicate the most fruitful way to progress and promote the 
integration of spirituality into psychotherapy. Irrespective of the outeome of such a 
study however, as therapists we are still expected to take aeeount of ethics in our 
professional judgments eoncerning how to handle spiritual values in therapy. 
Therefore, in the mean-time, we each remain responsible for taking these ethieal 
prineiples into aeeount when deeiding how to handle spiritual values in therapy, whieh 
provides an exeiting ehallenge for us all.
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Appendix 1. Personal reflections
I came to the eourse with a clear idea that I wanted to focus on the area of spirituality 
for my research, primarily because of my own personal Christian faith and my desire 
to work out how this relates to all areas of my life. Although I felt personally 
committed to this research area, I was fearful and unsure whether spirituality (and 
particularly Christian spirituality) would be regarded as academically legitimate, or 
whether it would be dismissed as unrespectable, irrational or irrelevant. However, I 
was heartened and eneouraged to diseover that there was a strong tradition of interest 
in the area at Surrey University as my supervisor and a number of trainees had been or 
were presently condueting research into spirituality. I also soon discovered a 
substantial quantity of research literature within the area.
My personal investment in the domain was shaped by my awareness of many 
Christians who were hesitant about engaging in therapy as they were unsure how their 
beliefs would fit with psychological theories. Part of me identified with this 
perspective as I too was unsure whether the values inherent in psyehologieal theories 
and therapies eonflicted too greatly with my spiritual beliefs (and Christian doctrine). 
Moreover, I feared that trying to integrate the two areas was inappropriate or even 
impossible without significant compromise. Therefore, on the one hand, I was dubious 
about the task of integrating spirituality into psyehotherapy. On the other hand, there 
was much that I highly valued and appreciated in psyehology and psyehotherapy, 
believing and experieneing the potential that they held to be enriehing for life and also 
one’s spirituality, so I felt some kind of integration attempt should be pursued.
Although I have still not completely resolved this potential dichotomy, over 
this year I have found myself becoming less dubious and wary about the possibility of 
fully integrating spirituality and psyehotherapy. This shift towards integration has also 
been reflected in my personal experience. Six months ago, at the beginning of the 
second term, returning after the break, I found myself feeling disconneeted from all 
aspects of the eourse and my fellow trainees. I now realise that this had a lot to do 
with the faet that I was in some ways bracketing off and leaving out my ehristian 
spirituality from my ‘course life’, fearing that my faith would be offensive and
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unwanted. A turning point for me eame after having some pivotal eonversations with a 
eouple of course mates, my research and placement supervisors who, in different 
ways, all eneouraged or ehallenged me to rethink and risk integrating my faith more in 
relationships, training, researeh and praetice. As I did this I beeame more eomfortable 
and eonfident to be myself, in terms of being more honest and transparent about my 
Christian spirituality and the outworking of my faith, in a way that was hopefiilly more 
gentle and respeetful of others and ultimately more honouring to God. It has been said 
that “integration starts with the integrators themselves”  ^and I have experieneed this to 
be true.
With regards to the proeess of writing the review, I found it really difficult to 
work out what the foeus of my review was going to be. Even after reeeiving my 
proposal back, it seemed like the direction changed almost on a weekly basis which 
often left me feeling confused, diseouraged and lost as to the way forward. Although 
this was not a pleasant experienee, I wonder whether the playing with ideas and trying 
out different possibilities was a necessary part of the process of refining the eourse 
that the review would ultimately take. Despite being satisfied with the focus that I 
chose, there were many other elements that I would have liked to include, sueh as an 
exploration of how virtue theories could be applied to aid the ethieal integration of 
spirituality into psychotherapy.
I also found the very notion of ‘spirituality’ frustrating because everyone 
seemed to have their own definition of what it was, most of whieh did not eoncur with 
my subjective experienee or reasoned beliefs. The very struggle with defining the term 
‘spirituality’ embodies the main difficulty that I experienced when researching and 
writing this review. That is, the eonflict I experieneed between the notion permeating 
the literature on spirituality of there being no objeetive or ultimate truth, which 
contrasted with my own spiritual beliefs and personal position that there exists an 
ultimate reality and truth, despite being unable to eomprehend it fully. I therefore 
often felt the tension of trying to be pluralistie and inelusive of all spiritualities and 
‘truths’, whilst at the same time feeling that I was compromising my own beliefs.
 ^This is a quote from G.R. Collins from an intei-view with J.D. Aten. (2004) entitled ‘Bridging the gap 
between integration research and clinical practice’. {Journal o f  Psychology and Christianity, 23, 254- 
257).
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In this way and in other ways, I was acutely aware of the effect that my beliefs 
had on the way I approached the literature. I found myself being less critieal of 
literature that I agreed with and dismissing other literature that did not fit in with my 
perspeetive. Although I was doing so because I wanted to put forward a eonvincing 
argument that reflected and supported my own beliefs, I came to reeognise that this 
was not a benefieial, valuable or even a persuasive method. Instead, I needed to 
aetually engage with all the literature more critieally and try to fathom the direction in 
which it pointed, letting that shape my understanding by ehallenging and contributing 
to my perspective, rather than deeiding the eonelusion before I had even begun.
I do believe that we are all influenced by our own experience and that allows 
us to see some things that others eannot, but simultaneously will prevent us from 
seeing other realities. Although I have tried to present researeh literature in a balaneed 
and unbiased manner, this is an impossible task and I therefore will have inevitably 
failed to do so. Instead, I bring to this review my own perception, my own influences, 
my own ‘spiritual lens’ for others to look through and draw their own eonelusions.
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The ethical challenge of working with spiritual difference: An interpretative 
phenomenological analysis of practitioners’ accounts.
Addressing spirituality in therapy is considered important by clients 
and therapists alike. However, practitioners report difficulties and 
confusion regarding how to work with spiritual difference, 
especially when clients’ spiritual beliefs are perceived as 
undermining their psychological well-being. The current study 
aimed to explore this challenge through the use o f  a qualitative 
design. Semi-structured interviews were conducted with 11 
practitioners and transcripts were analysed using interpretative 
phenomenological analysis. Three super-ordinate themes were 
discerned in the data: Therapists ’ perception  o f  clients ’ spiritual 
beliefs. Therapists ’ aims and responsibilities and Therapists ' 
practice responses to psychologically unhelpful spiritual beliefs. 
When clients’ spiritual beliefs were perceived as psychologically 
unhelpful, therapists experienced a conflict between their ethical 
stance to respect clients’ beliefs and their aim to enhance 
psychological well-being. This conflict presented the greatest 
challenge for therapists working with different spiritual beliefs. 
Implications and recommendations for practice are considered and 
avenues for future research are highlighted.
Keywords: spirituality; psychotherapy; ethics; integration;
interpretative phenomenological analysis; spiritual difference
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Introduction
In recent years there has been a discernibly increased interest in spirituality within the 
context of psychotherapy (Crossley & Salter, 2005). Rationales have been presented 
for the integration of spirituality into therapy (for example Pargament et al., 2005) and 
practitioners themselves also consider it appropriate to discuss spiritual issues in 
therapy (Smiley, 2001). However, therapists have reported experiencing a number of 
difficulties with integrating spirituality into their practice (Miller, 2003). One such 
difficulty that is regularly cited but rarely addressed in the literature is how to work 
ethically with spiritual values that are different from therapists’ own beliefs (Tjeltviet, 
1999). Before discussing relevant research and considering the basis and aim of the 
present study, definitions of spirituality will be considered.
A wide variety of definitions have been proposed in the literature discussing 
spirituality and therapy (e.g. Argyle, 2002; King-Spooner, 2001; West, 2000) and 
there still remains much debate and disagreement. For the purposes of the present 
study, a broad definition was considered appropriate and therefore ‘spirituality’ will 
be understood as referring to any “personal beliefs and experiences...concerned with 
meanings that transcend the self and material reality” (Goldsworthy & Coyle, 2001 
p.l). Furthermore, it is worth noting that while the researcher recognises potential 
differences in connotations between the terms ‘spirituality’ and ‘religion’, both will be 
addressed collectively under the term ‘spirituality’.
Although there may be many reasons for the growing interest in integrating 
spirituality into practice, perhaps of greatest significance is the fact that spirituality is 
important to many clients. Not only do growing numbers of individuals report 
spirituality to be personally important to them (for example, see Bergin & Jensen, 
1990; Miller & Thoresen, 1999) but studies show that many clients actively want 
therapy to address their spiritual concerns (Lindgren & Coursey, 1995; Pargament et 
al., 2005). However, this has been found to depend on how they think therapists will 
perceive or respond to their spiritual beliefs (Suarez, 2005). For example, in a study 
by Rose and colleagues (2001), clients stated that their preference was dependent “on 
the counsellors’ abilities to discuss [spirituality] without...imposing [their] own 
views/beliefs/practices” (p. 12). Clients have also described their concern that a
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therapist might try to undermine their beliefs or attempt to convert them to be more in­
line with the therapists’ own spiritual values (Keating & Fretz, 1990; Quackenbos et 
ah, 1985).
Many therapists have reported a similar perspective -  considering spirituality 
to be an important factor but retaining certain fears about explicitly addressing it in 
therapy (Hathaway et al., 2004; Stamogiannou, 2007). A number of qualitative studies 
have shown that therapists are reluctant to raise the subject of spirituality themselves 
and if a client introduces the topic, they still struggle with how best to respond (for 
example, Crossley & Salter, 2005). Even therapists with a particular interest in 
spirituality have reported sometimes experiencing uncertainty about how to work with 
spiritual issues (Suarez, 2005). Researchers reported that at the heart of therapists’ 
uneasiness about discussing spirituality was a concern that their own spiritual beliefs 
might influence or be imposed onto clients (Baker & Wang, 2004; Suarez, 2005). 
Such situations were usually constructed and discussed in the context of a difference 
existing between the therapist’s and client’s spiritual stance. This possibility of 
spiritual value influence and/or imposition raised a number of challenges and concerns 
for therapists.
The major professional and ethical problem with spiritual value imposition is 
the potential for eliminating or reducing clients’ freedom to choose their own spiritual 
values (Chappelle, 2000). Indeed, central to the ethics of the British Psychological 
Society (BPS) (2006) is a respect for individual autonomy, that is, respecting the 
client’s right to be free to choose and to hold to whatever (spiritual) beliefs they want 
(Barnes, 2000; Kitchener, 2000). So important is respect for autonomy that it is one of 
the four ethical principles that provide a basis for the BPS codes of conduct, along 
with non-maleficence (the principle of causing least harm), beneficence (the principle 
of maximizing benefit) and justice (the principle of acting justly and fairly).
Although practitioners have emphasized the importance of respecting clients’ 
spiritual beliefs and not imposing their own, difficulties have been said to arise when 
clients’ spiritual values were seen to be undermining their psychological well-being or 
the therapeutic process (Crossley & Salter, 2005). In such situations, therapists 
experienced confusion in knowing whether, when and/or how to challenge a client’s
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beliefs (Stamogiannou, 2007). Indeed, such was the confusion that some therapists 
described withdrawing from further discussion of spiritual beliefs or even adopting a 
general avoidance strategy towards discussing spirituality altogether in therapy 
(Crossley & Salter, 2005; Lochner, 2009).
Participants in a recent study described this struggle in terms of an ethical 
dilemma, where their decision about how to respond to spiritual difference involved 
deciding what would “violate ethical boundaries” (Lochner, 2009). Conceptualizing 
the situation in these terms, it can be seen that confusion and uncertainty arise because 
there is a clash between the two ethical principles of autonomy and beneficence. 
Particular challenges arise where valuing autonomy demands that therapists respect 
clients’ right to choose and hold to their spiritual beliefs whereas prioritizing 
beneficence would demand that the therapist work to bring about the greatest 
psychological ‘good’ for the client, which may require challenging and aiming to alter 
spiritual beliefs that are deemed psychologically ‘unhelpful’.
While previous studies have highlighted some significant aspects of working 
therapeutically with spiritual beliefs, there remains an absence of research exploring 
this particular ethical struggle, which may be central to therapists’ apprehension and 
confusion about explicitly discussing spiritual beliefs in therapy. Research 
investigating how therapists consider and construct responses to clients’ spiritual 
beliefs that are different from their own will help illuminate this issue. Additionally, it 
will potentially indicate the most fruitful way to equip practitioners in general to work 
ethically and comfortably with clients’ spiritual beliefs.
Therefore, this study aims to explore therapists' responses to situations of 
salient 'spiritual difference' (that is, situations where spirituality is relevant to a client's 
presenting problem and where a difference in spiritual stance exists between therapist 
and client). In particular, the study will examine how therapists represent these 
situations in terms of their potentially dilemmatic nature and ethical implications and 
how they construct strategies for responding to such situations.
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My motivation for researching this particular domain emerged from my personal and 
professional interest in the area. I  would describe myself as a young, White, female, 
trainee counselling psychologist, who holds Christian spiritual beliefs. Over the last 
few years, I  have become increasingly aware o f the ambivalence many Christians 
have towards working with a therapist who does not share their spiritual stance. Not 
only has this raised a concern within me that many may not be benefitting from  
valuable work that 'secular’ services can provide, but has also led me to question 
whether practitioners are indeed equipped to work with clients who hold different 
spiritual beliefs to their own.
On a more personal note, I  too have been ambivalent about bringing my own 
spiritual beliefs into personal therapy for fear that they would be pathologised or 
misunderstood. At the same time I  am aware that lean  use my faith as a psychological 
defense (for example, as a means o f escapism or to deny experiencing certain feelings) 
and so also want to have my faith challenged in these ways. Yet I  have found it 
difficult not to be defensive or protective about my beliefs when working with a 
therapist who does not come from the same spiritual perspective.
With regards to my professional practice, I  have at times struggled to know 
how to understand or approach clients ’ spiritual beliefs. I  have been keen to know 
how more experienced practitioners deal with this issue and as a result, having the 
opportunity to interview therapists about this issue has felt like a privilege. The 
question o f how to perceive clients ’ spiritual beliefs has been particularly pertinent 
for me this year as I  have been working in a psychoanalytic psychotherapy unit. In 
this setting many fellow-therapists have adopted a Freudian perspective, considering 
spiritual beliefs to be essentially a neurotic defense. Whist I  appreciate and adhere to 
much o f psychoanalytic thinking, I  have experienced a sense o f conflict over how to 
understand or work with clients ’ spiritual beliefs from within this particular model. 
My uncertainty has resulted at times in me avoiding the issue in supervision and in 
practice, which is an approach that I  feel uncomfortable and dissatisfied with.
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Method
Design
Given the research aims, a qualitative methodology was considered to be most 
appropriate because it offers the possibility of accessing participants’ meaning-making 
in all its complexity and fluidity (Willig, 2001). Phenomenologically-oriented 
methods, such as interpretative phenomenological analysis (IPA) embody these 
qualities and IPA was chosen over grounded theory as theory building is not central to 
the study.
Details o f participants
To provide the basis for a meaningful analysis, a closely defined group was sought 
(Smith & Osborn, 2003) and therefore, participants were restricted to registered^ 
Psychologists, Psychotherapists and Counsellors who had at least two years post­
qualification experience. This was in an attempt to access those who had established a 
body of experience which included work with clients’ spirituality. They were not 
however, required to have a recognised interest in spirituality either personally or 
professionally. Additionally, participants were limited to those working in private 
practice rather than in the National Health Service, as it was considered that 
institutional factors (such as possible restrictions on practitioners’ work with spiritual 
beliefs) may add a potentially significant but complicating dimension (Baker & Wang, 
2004). Ethical approval was sought and gained from the Faculty Ethics Committee 
(Appendix I).
Eighty-nine email invitations were sent to practitioners randomly selected 
from relevant organisational databases. Eleven individuals were recruited and this was 
judged to provide enough cases to examine similarities and differences between 
participants whilst permitting attention to be paid to the richness of individual cases.
 ^Participants were registered by appropriate governing bodies, including the British Psychological 
Association (BPS), the United Kingdom Council for Psychotherapy (UKCP) and the British 
Association o f  Counselling and Psychotherapy (BACP).
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The sample consisted of one male and ten female practitioners who all described 
themselves as ‘White British’ apart from one person who stated they were of German 
background. Participants’ mean age was 52 years (range 35-65; SD 9.2). Three were 
Counselling Psychologists, one was a Clinical Psychologist, five were 
Psychotherapists and two were Counsellors. They had on average 15 years of 
experience in therapeutic work (range 9-26; SD 6.2). Although all worked in private 
practice, the majority also worked concurrently in the NHS. Participants reported 
holding a range of spiritual beliefs or affiliations. In order to provide some context for 
the data that appear in the ‘Analysis’ section. Table 1 outlines participants’ self- 
reported spiritual stances (the names assigned to participants are pseudonyms).
Table 1: Participants’ self-reported spiritual stances
Participant Self-reported spiritual Stance
Cathy Church of England
Frances To be respectful of others’ stances
Ruby Agnostic
Peter Buddhist (Zen)
Sarah None
Tricia Committed Christian
Jody Atheist
Kate Humanist
Jackie Atheist
Clara Committed Christian
Samantha Belief in a spiritual dimension to life that is unfathomable and personal
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Data generation
Data were generated through individual face-to-face semi-structured interviews that 
lasted approximately one hour. This enabled a dialogue that was directed towards 
previously identified areas of interest, whilst allowing questions to be modified in the 
light of participants’ responses (King, 1996; Smith & Osborn, 2003). Previous 
qualitative studies (e.g. Crossley & Salter, 2005; Lochner, 2007) identified potentially 
important areas to explore, guiding the researcher in developing the interview 
schedule. However, questions were designed to be open-ended and non-directive in 
order to enable unanticipated areas of relevance to be identified and explored.
The schedule invited participants to share relevant clinical experience and 
reflect upon any guiding concepts or challenges encountered when working with 
clients who held different spiritual beliefs to their own (Appendix 2). Vignettes were 
also used as part of the interview schedule which outlined a therapy situation 
involving a salient spiritual difference (Appendix 3). These aimed to assist a more 
detailed and concrete discussion of how participants construct and respond to such 
situations as well as providing a springboard for more general discussion. Five 
potential vignettes were submitted to a special-interest focus groupé following which 
two were chosen that were perceived as raising realistic and interesting challenges.
Pilot interviews were conducted with the first three recruited participants and 
feedback was requested regarding the interview schedule and process (Appendix 4). 
Furthermore, the quality and relevance of data arising from these interviews were 
discussed with the principle supervisor and the above mentioned special-interest 
group, to determine whether the interview schedule or procedure required 
modification. Following piloting, a minor change was made to the interview schedule 
by including a general introductory question to help ease the participant into the 
interview process. The researcher also decided to use more prompts and probes during 
the interview process in an attempt to access a deeper level of participants’ meaning. 
Given that piloting did not result in any major changes and rich data were obtained 
from these pilot interviews, the researcher decided to include them in the analysis.
 ^This special-interest group consisted o f  four counselling psychology trainees who are currently 
conducting their own research within the domain o f  spirituality and psychotherapy.
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In the initial stages o f interviewing, because I  was so fearful o f imposing my own 
agenda and not being attentive to participants ’ own perception, I  was not questioning 
contradictions or probing important areas. Consequently, I  felt that some issues were 
avoided and I  was only accessing the more superficial and ‘correct’ or well-rehearsed 
responses. As a result, I  began to change my interview technique using the skills I  had 
developed in my therapeutic practice and became more challenging. During the 
interviews I  found it a useful and interesting exercise to position myself as the client 
whose spiritual beliefs were being discussed and then to position myself as the 
therapist working with this client’s spiritual beliefs. Similarly, I  deliberately moved 
between a critical mindset and then a sympathetic mindset to engage with 
participants ’ responses. I  found this approach elicited participants ’ deeper meanings 
and sometimes subconscious values. As a result, I  was forced to fully recognise and 
acknowledge that my perspective would inherently (and appropriately) influence the 
research.
As part of the interview procedure, participants were given an information 
sheet (Appendix 5) summarising the purpose and method of the research and an 
opportunity to ask questions. However, the interviewer did not reveal her personal 
spiritual stance^. Prior to the interview, participants completed a background 
information questionnaire (Appendix 6) and were asked to read and sign a consent 
form (Appendix 7). Time was allowed post-interview for debriefing (King, 1996).
Issues surrounding spirituality can be particularly sensitive and practitioners 
may be uneasy about discussing aspects of their practice where they may feel unsure 
or ill-equipped. Therefore, interviews were conducted on an individual basis at the 
participant’s workplace or home and the interviewer attempted to communicate an 
open stance by being supportive, understanding and respectful (Henwood, 1996). 
Interviews were digitally recorded then transcribed, although identifying details were
 ^Thought was given to the researcher’s self-disclosure and it was suspected that revealing the 
interviewer’s personal beliefs may impede the interviewee from discussing freely their own perspective 
i f  known to be different from the interviewer’s. However, i f  it is asked about, the interviewer was more 
open during debriefing.
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altered to preserve confidentiality. A pseudonym was assigned to each participant to 
allow individuals’ reflections to be followed in the analysis.
Analytic procedure
Following transcription of each interview, several specific and recognised stages of 
IPA were followed. These involved conducting several close and thorough readings of 
each transcript and anything noteworthy or significant (in relation to the researeh foci) 
was written down in one margin. The other margin was then used to document 
emerging themes within each transcript, using key words to capture the essential 
quality of the participant’s account. These themes aimed to call upon psychological 
concepts although care was taken to ensure that each theme was clearly represented in 
the data. Each transcript was studied in detail before moving on to examine others. 
Following Smith’s (2004) recommendations about developing IPA’s idiographic 
commitment, close attention was paid to participants’ accounts through the use of 
micro-textual analysis, which then informed the analysis as a whole. This attention to 
language use (especially to the functional use of language) represents an elaboration 
of the standard analytic foci within IPA.
When this process had been repeated with each transcript, the resulting initial 
themes were examined to distinguish connections across transcripts and identify ways 
that themes could be meaningfully grouped together. This gave rise to a set of super­
ordinate and sub-ordinate themes that reflected the shared aspects of experience 
among participants. Themes were then ordered to produce a logical and coherent 
research narrative and some themes were dropped because they had a weak evidence 
base or did not fit well with the emerging structure (Smith & Osborn, 2003). The final 
themes are the product of a continuous dynamic process of moving between various 
analytic stages (Smith & Eatough, 2006).
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Evaluative criteria
The importance of evaluating qualitative work is recognised and flexible evolving 
criteria for assessment have been developed (Elliott et ah, 1999; Yardley, 2000). In 
line with these guidelines, the researcher attempted to establish the strength of this 
study by developing internal coherence and ensuring all interpretations are warranted 
by the data. To enhance the quality of the analysis, the researcher discussed the 
emerging analysis with her supervisor to verify that the researcher’s annotations had 
validity in relation to the interview transcripts. Furthermore, substantial raw data have 
been included in the report to allow the reader themselves to assess the validity of the 
researcher’s interpretations (Smith, 1996).
Although the researcher has striven to be attentive and impartial to 
participants’ meanings, it is acknowledged that collection and analysis of the data 
reflect a dynamic and inescapable interaction between participants’ accounts and the 
researcher’s interpretative framework. Therefore, to aid transparency, the researcher 
described and reflected upon how her assumptions and values may have influenced 
the research. Finally, this study can be ultimately evaluated in terms of the insights it 
gives concerning the topic under investigation (Smith & Eatough, 2006; Yardley, 
2000).
Given this is an area that Ifeel personally and professionally invested in, I  have very 
much valued the opportunity to conduct this research. However, I  have also been 
aware o f the importance o f being self-reflective and o f being able to move between a 
more dispassionate impartiality to participants ’ meaning-making and a more 
opinionated preference. To help me do so, I  have continually reflected upon my own 
perception, reaction and influence on the process through keeping a research diary. 
This has been particularly helpful during the interview process which I  found 
frustrating at times. With some participants Ifound it a challenge to contain my 
perspective during the interview, especially when I  expressly disagreed with their 
point o f  view. Furthermore, when analysing the transcripts I  was tempted to engage 
more with the accounts o f participants who I  developed a stronger rapport with 
during the interview or whose opinion I  respected more. Recognising this temptation.
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I  strived to be committed and sympathetic to participants ’ meaning rather than 
imposing my own understanding and criticisms. In a sense, this situation paralleled 
what I  was investigating, as I  was working with people who at times held very 
different beliefs to my own.
Analysis
Three super-ordinate themes were discerned in the analysis, which were formed from 
a number of sub-themes (see Table 2). Due to the constraints of the present report only 
certain themes will be examined in detail. However, each theme will be outlined to 
provide an overview of the entire analytic process. For reasons of clarity, the titles of 
super-ordinate themes have been italicised and emboldened and sub-themes have been 
italicised in headings and subsequent text. Illustrative quotations for all themes and a 
complete transcript are presented in Appendices 8 and 9.
When attempting to group ideas into themes and group those themes across 
transcripts, I  became aware o f the importance o f  the researcher’s transparency and 
how necessary it is to be able to trust the researcher not to unreservedly misrepresent 
or manipulate the data. This raised the question in my mind o f whether good 
qualitative research can exist without including the ethical dimensions o f goodness.
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Table 2. Super-ordinate and sub-ordinate themes
Super-ordinate Themes Sub ordinate Themes
Therapists^ perception o f  
clients’ spiritual beliefs: 
Psychological understanding 
and impact
i. Spiritual beliefs in relation to clients’ internal 
world
a. The psychological impact o f spiritual beliefs 
on clients’ well-being and the therapeutic 
process
a. Spiritual beliefs as psychologically helpful
b. Spiritual beliefs as psychologically 
unhelpful
Hi. Discordance between spirituality and 
psychotherapy
Therapists’ aims and 
responsibilities:
(In)Compatibility with clients’ 
spiritual beliefs
i. Therapists aim: Clients’ psychological well­
being
a. Therapists responsibility: Respect clients ’ 
beliefs
Hi. Conflict between aims and responsibilities
iv. Handling conflict between aims and 
responsibilities
Therapists’ practice responses 
to psychologically unhelpful 
spiritual beliefs: Explicit and 
implicit approaches
i. Exploring clients ’ spiritual beliefs
a. Challenging clients ’ spiritual beliefs
Hi. Implicit practice approaches
iv. Explicit practice approaches
The first super-ordinate theme {"Therapists’ perception o f clients’ spiritual 
beliefs: Psychological understanding and impact’) refers to participants’ overarching 
understanding of clients’ spiritual beliefs. Participants described clients’ spiritual
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beliefs exclusively in psychological terms which took the form of viewing spiritual 
beliefs in relation to clients’ internal worlds as being influenced by, revealing or 
emerging from clients’ psychic life. Not only did participants view clients’ spiritual 
beliefs from a psychological perspective but they also evaluated these beliefs in terms 
of the psychological impact they had on clients ’ well-being and/or the therapeutic 
process. All participants asserted that there was potential for spiritual beliefs to be 
psychologically helpful and/or unhelpful depending on the content of beliefs or the 
way they were used. It was this assessment of ‘psychological helpfulness’ that was 
widely cited as the determining factor for whether participants experienced any 
challenges in working with spiritual beliefs. Nevertheless, some described a more 
basic difficulty that emerged from a fundamental discordance between spirituality and 
psychotherapy. Only the last two sub-themes (see Table 2) will be examined in detail 
as these are less thoroughly acknowledged in the existing literature and are 
particularly helpful in elucidating the following themes.
The second super-ordinate theme {"Therapists’ aims and responsibilities: 
(In)Compatibility with clients’ spiritual beliefs’) captures factors that were most 
prominent in participants’ consideration of how to work with clients’ spiritual beliefs 
in therapy. It was discerned that participants’ primary aim was to help clients’ enjoy 
greater psychological well-being. However, participants also spoke about their 
responsibility as therapists to respect clients’ beliefs which involved not imposing 
their own beliefs onto their clients. Participants’ aim concerning clients’ psychological 
well-being and their responsibility to respect clients’ spiritual beliefs emerged as a 
source of conflict if spiritual beliefs were perceived as undermining psychological 
well-being {conflict between aims and responsibilities). A variety of views emerged 
regarding how to handle these conflicting aims and responsibilities. This super- 
ordinate theme is directly relevant to the research question and therefore will be 
elaborated in its entirety.
The third super-ordinate theme {"Therapists’ practice responses to 
psychologically unhelpful spiritual beliefs: Explicit and implicit approaches’) draws 
together the more applied aspects of participants’ reflections on working with spiritual 
beliefs. All participants’ first and fundamental response was to explore these beliefs. 
Yet, there were different perspectives on whether therapists should challenge clients’
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spiritual beliefs. In participants’ consideration of how they have or would work with 
psychologically unhelpful spiritual beliefs, a number of discursively implicit and 
explicit practice approaches were discerned. These approaches reflected their reported 
aim for psychological well-being and responsibility to respect spiritual beliefs. Within 
this super-ordinate theme, the first two sub-themes will not be elaborated upon further 
as the last two sub-themes capture comprehensively the more challenging aspects of 
working with psychologically unhelpful spiritual beliefs (see Table 2). In the 
quotations presented in the analysis, square brackets indicate where material has been 
omitted or added for clarification purposes, although care was taken not to alter 
participants’ meaning; three dots indicate a pause in speech.
Although I  was disappointed not to be able to report all o f the themes in detail, this 
did allow me to go into greater depth with some o f the themes and develop a more 
interpretative stance. As I  attended to the detail o f  data, I  was astonished at how rich 
in meaning and surprisingly revealing participants’ accounts were. This was an 
exciting process but also unnerving as I  realised how much we all unwittingly reveal 
through our words.
Therapists’ perception of clients’ spiritual beliefs: Psychological understanding and 
impact
As has just been outlined, participants discussed and evaluated clients’ spiritual beliefs 
from a psychological perspective. While many reported the potential for spiritual 
beliefs to be psychologically helpful, participants also explained how spiritual beliefs 
could be psychologically unhelpful.
Spiritual beliefs as psychologically unhelpful
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In discussing the potential negative impact of spiritual beliefs, the majority of 
participants focused on their defensive function within the therapeutic process or 
relationship. For example, when describing her work with a Muslim client, Sarah 
explained:
‘He would talk about his faith a lot, at me and [ ] in some ways he used 
it defensively.’
Sarah’s use of the word ‘at’ rather than ‘with’ when describing the way her client 
would talk about his spiritual beliefs suggests that there was an anti-relational quality 
to the discourse. This perhaps illuminates her statement that he used his faith 
defensively, as the client’s way of discussing his spiritual beliefs created a barrier 
between them that prevented a more meaningful connection.
Similarly, Tricia relayed her experience with clients whose spiritual beliefs 
impeded the processing of emotions:
‘I’ve had one or two clients who have [ ] had a very committed [ ] 
Christian faith [which] I think it has been a defence really, so they 
won’t be able to own any anxiety or any doubt or any anger so they 
present as sort of façade [ ] of very firm beliefs which actually gets in 
the way of what’s going on for them.’
While most participants reported spiritual beliefs as being used defensively, some 
participants viewed spiritual beliefs essentially as being a defence:
‘I just do see it as such a defence I suppose I do see it as such a 
defence.’ (Jackie)
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Jackie’s perception of spiritual beliefs being inherently defensive is likely to be related 
to her own spiritual stance. She describes herself as an atheist and therefore, by 
definition, she conceptualises all spiritual beliefs as psychological creations. This may 
result in her being more likely to view clients’ spiritual beliefs as psychological 
defences than practitioners who hold similar spiritual beliefs themselves.
Many participants reported the defensive use of spiritual beliefs in therapy to 
be one of the most recurrent and pertinent difficulties in working with spiritual beliefs. 
However, some participants asserted that there existed a basic discordance or 
mismatch between spirituality and psychological therapy that is not, or cannot, be 
bridged.
Discordance between spirituality and psychotherapy
Peter stated that there was a lack of understanding between the two fields that results 
in a separation:
‘Spiritual teachings, religious teachings often don’t have much 
understanding of the psychological barriers and contrariwise 
psychological things don’t have much understanding of the spiritual [ ] 
so the two don’t really meet.’
But perhaps at an even more fundamental level some participants indicated that there 
was a mismatch over the issue of ‘truth’. Clara spoke about her own spiritual beliefs 
as being based on believing them to be true rather than whether they are 
psychologically helpful or not:
‘I’m a bit hesitant really to taking a pragmatic questioning approach or 
the pros and cons of having these beliefs because I feel my beliefs and
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my faith are not based on a weighing up of pros and cons, it’s based on 
whether I have a basis for thinking it true.’
However, for most participants, their understanding, evaluation and approach to 
spiritual beliefs were framed in terms of psychological helpfulness. For example:
‘...it’s about looking at alternative ways of thinking that are more 
helpful [ ] and it’s about encouraging people to have [ ] beliefs [ ] that 
[are not] so unhelpful.’ (Samantha)
When describing her approach to working with clients’ spiritual beliefs, Samantha 
repeatedly draws on the notion o f ‘helpfulness’. This perhaps suggests that she regards 
psychological helpfulness to be the most important factor when determining what 
spiritual beliefs to hold, rather than any notion of whether they are true or not.
Despite this being a rather tentative proposition, one participant stated this 
perceived ftmdamental incompatibility in explicit terms:
‘ [Spiritual beliefs are] fundamentally incompatible with psychotherapy. 
[ ] She [ ] has a belief that actually is quite incompatible with 
psychotherapy [because] it’s not about your inner drives and desires it’s 
[ ] about giving yourself over to God’s will and to God’s desire and [ ] 
that’s fine to have those beliefs but what are you doing in 
psychotherapy? [ ] Because it doesn’t really work, it doesn’t, the two 
don’t really match up.’ (Jackie)
Jackie appears to be drawing a distinction between two separate world views (the 
psychological and the spiritual) and what she perceives as their discordant intentions, 
the former focusing on and aiming towards internal psychological aspects and the
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latter focusing on and aiming towards external spiritual goals. In this sense, Jackie 
sees the work of the psychotherapist as being redundant or impossible to perform if 
spiritual beliefs are viewed as distinct from one’s internal world and if spiritual beliefs 
are not understood merely on the basis of their psychological properties. However, 
Clara and other participants who professed to hold certain beliefs did not consider 
their spirituality to be exclusively the product of their internal psychological worlds.
Therapists’ aims and responsibilities: (In)Compatibility with clients’ spiritual 
beliefs
This mismatch between psychotherapy and spirituality was also reflected in 
participants’ explanation of their aim as therapists, which appeared at times to be 
incompatible with clients’ spiritual beliefs.
Therapists ’ aim: To enhance clients ’psychological well-being
Many participants explained that their fundamental aim as therapists was to enhance 
their clients’ psychological well-being. If clients’ spiritual beliefs were perceived to be 
psychologically helpful, spirituality and psychotherapy were viewed as mutually 
beneficial and in this sense compatible. However, (as discussed previously) clients’ 
spiritual beliefs were at times perceived as psychologically unhelpful which conflicted 
with the participants’ aim, resulting in participants desiring and/or aiming to change 
these beliefs.
‘[Therapy] is about encouraging people to have alternative beliefs [ ] 
that might not [ ] bring them to the point that they feel this very 
negative effect.’ (Samantha)
Here, Samantha asserts that the very purpose of therapy is to help change 
psychologically unhelpful spiritual beliefs as indicated by her statement that ‘therapy
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IS about...’. Other participants however, seemed more hesitant to express their 
intention to change clients’ spiritual beliefs:
‘it would be less out of a motive to, well no I can’t say that with all 
honesty, I was going to say not out of a motive to change her beliefs but 
I’m sure there would be some motive there because I wouldn’t want 
this woman to live a miserable life.’ (Clara)
Clara’s initial reaction is to deny her wish to change this client’s belief, which perhaps 
reveals her internal assumption that she ought not to want to change clients’ spiritual 
beliefs. Indeed, her use of the word ‘honesty’ indicates that she is admitting something 
she does not entirely approve of. Similarly, Jackie framed her aim to change her 
client’s psychologically unhelpful spiritual beliefs with the explanation that she was 
being ‘fully honest’. This suggests Jackie feels she is admitting something improper as 
it requires eomplete truthfulness to reveal:
‘To be fully honest I guess there’s a part of me that would hope at some 
point that [her spiritual beliefs] could break down because [ ] I do see it 
as a defence [and] part of my role as I would see it is [ ] to lessen those 
defences.’
Jackie’s use of the phrase ‘part of me’ not only demonstrates that she is not wholly 
persuaded in her desire or aim to change her clients’ beliefs but also indicate that she 
experiences an internal conflict (between different ‘parts’ of her) over this issue. Her 
ambivalence is further expressed through her choice of words as she ‘guesses’ rather 
than is certain and ‘hopes’ rather than wants. This uncertainty may be in part related to 
her fear of what would result from her trying to lessen these spiritual defences, 
perhaps seen through the use of the words ‘break down’. Whilst this seems to directly 
refer to the destruction of spiritual beliefs as a defensive barrier, it also perhaps
138
Research Dossier
reveals the participant’s concern that the client themselves could break down in the 
process. This may be why Jackie states that she hopes it would happen ‘at some 
point’, indicating later in the work rather than immediately.
The uncertainty present in these statements contrasts significantly with the 
very confident assertions participants made regarding their role to respect clients’ 
beliefs. Indeed, perhaps the underlying reason for some participants’ hesitancy in 
disclosing their desire to alter clients’ psychologically unhelpful spiritual beliefs was 
that participants clearly recognised an ethical responsibility to ‘respect’ their clients’ 
spiritual beliefs.
Therapists ’ responsibility: To respect clients ’ beliefs
This notion of respecting clients’ spiritual beliefs involved therapists attempting to be 
‘non-judgmental’ and avoiding the imposition of their own beliefs onto clients:
‘You can’t tell them what to think and you can’t you certainly can’t 
impose your beliefs on them.’ (Tricia)
At first reading it appears that Tricia is repeating the same idea twice in an attempt to 
verbally underline the importance of her statement. However, the repetition could also 
indicate a double meaning, where the first half of her statement (‘you can’t tell them 
what to think’) refers to the capability of the therapist (that therapists cannot tell 
clients what to think even if they tried) and the second half (‘you can’t impose your 
beliefs’) refers to the prohibition on the therapist (that therapists should not impose 
their beliefs). Alternatively, the first half of Tricia’s statement could be understood as 
a general principle (you cannot tell clients’ what to ‘think) of which the second half is 
a specific outworking of that to the area of spiritual beliefs (you cannot not impose 
your ‘beliefs’).
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Regardless of the depth of meaning to Tricia’s statement, the principle of 
therapists not imposing their own beliefs onto clients was a standard to which many 
participants referred. In doing so, they explained that it was based on an awareness of 
or adherence to ethical values:
Tt’s an ethical stance that I don’t knowingly impose any of my own 
personal beliefs on the client.’ (Cathy)
Cathy’s words express confidence and the fluidity of her speech suggests that this is a 
statement she knows well, perhaps even indicating that she is reciting a phrase from a 
code of conduct. Although this cannot be confirmed, she does later explain that her 
ethical stance is indeed based on an adherence to professional ethical guidelines, as 
well as her own personal values:
Tt’s in the code of ethics that I basically accept the individual and that 
happens to be my own sort of ethical code that I will respect people [ ] 
so it comes from within myself as much as without.’ (Cathy)
Although most participants spoke about their ethical responsibility to respect clients’ 
spiritual values, as mentioned earlier, this at times ran contrary to participants’ aim 
concerning clients’ psychological well-being. Subsequently, there emerged a reported 
source of ‘difficulty’ or ‘conflict’ for participants when spiritual beliefs were 
perceived to be undermining psychological well-being.
Conflict between aims and responsibilities
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For example, while Clara explained how she might work with a client whose belief in 
God was seen to be having a negative psychological impact (causing ‘guilt and 
shame’), the following dialogue occurred:
Clara: ‘the conflict perhaps for me of on the one hand wanting her [ ] to 
know a different God but on the other hand having the value of working 
within her belief system’
Interviewer: ‘[ ] respecting her belief and so not wanting to change that 
and yet also...’
Clara: ‘...wanting to.’
Clara here finishes off my statement in a surprisingly clear and directional way, 
indicating her awareness of the contradiction that she experiences between her aims 
and responsibilities. On one hand Clara wants to change this client’s spiritual beliefs 
(‘to know a different God’) to something that would create the potential for greater 
psychological well-being. However, she also values ‘working within her [client’s] 
belief system’ which was based on her conviction to ‘respect her [client’s] belief. It is 
interesting to note Clara’s choice of words as she describes this conflict -  on one hand 
she talks about ‘wanting’ and on the other ‘having the value’. The former refers to a 
more personal and felt need within the therapist whereas the latter carries more 
theoretical and intellectual overtones. This perhaps suggests that the therapists’ aim 
concerning the clients’ psychological well-being is something that emerges internally 
whereas their responsibility to respect clients’ beliefs is something that is more 
externally imposed.
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While this incongruity between participants’ aims and responsibilities was 
alluded to by most participants, a variety of ways were described for handling this
conflict.
Handling conflict between aims and responsibilities
Cathy indicated that her responsibility for and adherence to respecting clients’ 
spiritual beliefs were imperative and therefore firmly asserted she would never do 
anything to undermine that (as demonstrated by her use of the words ‘categorically’, 
‘any’ and ‘anything’):
‘I can say that quite categorically I won’t with any patient do anything 
to alter what they believe in.’
However, Jody explained that respecting their clients’ autonomous choice of spiritual 
beliefs was valid only if their belief was not psychologically ‘destructive’:
‘I see it as being a choice to the point that if [their spiritual belief] 
becomes destructive.’
Other participants sought to reconcile conflicting aims and responsibilities by 
explaining that while they aimed to change psychologically unhelpful spiritual 
beliefs, they did so by ‘empowering’ the client to change their beliefs:
‘Being asked to be someone’s therapist is an invitation to help them 
change their beliefs [ ] but [by] empowering them to make those 
choices and decisions.’ (Clara)
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This perspective locates ultimate responsibility about changing beliefs with the client, 
which then frees the therapist from having to manage this responsibility. Perhaps 
Clara is even suggesting that clients’ are responsible for the whole therapeutic 
endeavour as the client ‘asks’ and ‘invites’ the therapist help change their beliefs. On 
this basis, the therapist doing all they can for the psychological well-being of the 
client could be seen in itself as respecting demonstrating respect for clients’ beliefs 
and wishes; so again the therapist avoids having to manage a conflict between their 
aims and responsibilities.
Nevertheless, if the client did not want to change their spiritual beliefs, then all 
participants agreed that their responsibility to respect their clients’ autonomy over­
rode their aim to enhance psychological well-being:
‘You would work with [his spiritual beliefs] in terms of what you think 
is for his psychological health [but] there’s also what he thinks about 
his psychological health and if he’s adamant he doesn’t want to change 
those beliefs then I guess [ ] you just have [to] take up [other] 
possibilities.’ (Samantha)
Samantha’s statement reveals that she considers the starting point is the therapists’ 
own view of what spiritual beliefs promote psychological well-being and it is this that 
then forms the basis of how she ‘would work with’ spiritual beliefs. Although she 
affirms that the client has the final say in whether they want to change their beliefs, 
the use of the word ‘adamant’ indicates that it is only at the point where the client 
strongly resists change that the approach need be altered.
Despite being clear as to her approach, Samantha nonetheless reveals the 
conflict she experiences between her aims and responsibilities. She chooses the words 
‘work with’ when describing how she would approach the client’s beliefs, which 
sounds less actively interventional and ethically alarming than saying she would
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‘change’ the client’s beliefs. Nevertheless, it is clear that she does in fact have in mind 
this idea of changing beliefs as she is able to use these words in the negative sense, in 
relation to her client (‘if [ ] he doesn’t want to change those beliefs’). Thus, it appears 
that she experiences some discomfort with overtly stating that she would aim to 
change a clients’ spiritual beliefs. Moreover, her use of the second person (‘You’) 
may also be a strategy to distance herself from something she fears might be viewed 
as unethical and instead attempts to make it appear mainstream and common rather 
than personal to her.
As well as describing the principles behind how they would work with 
psychologically unhelpful spiritual beliefs, participants also described specific 
practice approaches.
Therapists’ practice responses to psychologically unhelpful spiritual beliefs: 
Explicit and implicit approaches
These practice approaches largely (although not exclusively) revolved around ways 
that they could change psychologically unhelpful spiritual beliefs, whilst still being 
mindful of the importance of respecting clients’ beliefs. They described a number of 
discursively implicit and explicit approaches to address unhelpful spiritual beliefs.
Implicit practice approaches
Participants described various implicit approaches that directly intended to change 
certain aspects of the client’s spiritual beliefs, although in unapparent ways. This can 
be seen in the unambiguous declaration that participants made to this effect. For 
instance. Ruby described her hope that a client’s spiritual belief in a punishing God 
would change through the influence of the therapeutic relationship:
‘It’s very much to do with the relationship with the therapist [ ] so it 
becomes strong enough to influence this other relationship she’s got
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[with God], so my relationship with her would hopefully [ ] make her 
God less of a punishing God.’
A number of participants similarly explained that it is the therapeutic relationship that 
would be the means of change. Other participants however, described how they would 
focus on clients’ other relationships, with the hope that this might alter their ‘spiritual’ 
relationship (with God):
‘[I would] explore her relationship with her parents or significant 
others, [ ] exploring relational themes generally and seeing if I can 
stand back from the focus on just God and see if that might help her to 
kind of get a little bit unstuck from the ideas [about] God.’ (Clara)
Both Clara and Ruby’s statements suggest that it is only specific beliefs, or 
perceptions of beliefs that are the target of their interventions (for example changing 
"ideas [about] God’) as opposed to aiming to alter or remove beliefs altogether.
As well as discursively implicit approaches to working with psychologically 
unhelpful spiritual beliefs, participants also described a number of explicit approaches.
Explicit practice approaches
One approach participants’ described involved encouraging their clients themselves to 
weigh up and consider whether and how their spiritual beliefs might be 
psychologically unhelpful:
‘I [ ] explore with them [ ] what does it stopping you doing, [ ] how 
does it affect your thinking and so on, so I would see my role as helping
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them think all the time about the implications of their beliefs, [ ] 
whether it’s helpful.’ (Tricia)
It is interesting that Tricia here implies that there is something intrinsic to the belief 
that is potentially helpful or harmful, as she perceives the belief to be affecting the 
client’s ‘thinking’ rather than their thinking affecting their belief. This stands in 
contrast to what was described by other participants under the previous sub-theme 
who suggested that it was clients’ experience of other relationships that effected their 
perception of God. Nevertheless, Tricia does not seem to be directly attempting to 
change their belief, but rather encouraging clients’ to explore the psychological impact 
of their spiritual beliefs.
Contrastingly, Clara stated that she would actively encourage the client to ‘re­
evaluate’ their choice of spiritual beliefs if they perceived them to be psychologically 
damaging;
‘I wouldn’t feel at all constrained from asking her questions to 
reconsider her beliefs and [ ] getting her to weigh up the choices she is 
making when it comes to sort of choosing this kind of faith system, [ ] 
getting her to re-evaluate.’
Clara seems to describe three connected ways of explicitly discussing her client’s 
spiritual beliefs. The first (‘asking her questions to reconsider her beliefs’) focuses on 
the beliefs themselves, perhaps questioning whether the client is convinced of them; 
the second (‘getting her to weigh up the choices [ ] of choosing this kind of faith 
system’) focuses more on the client and the way she makes choices; the last (‘getting 
her to re-evaluate’) has a more objective ring to it, perhaps getting the client to assess 
what they are getting out of it.
Despite explicitly encouraging clients’ to explore the implications of their 
beliefs and to re-evaluate ‘unhelpful’ beliefs, participants acknowledged that there still
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remained the possibility that clients may not change their beliefs. However, Kate 
explained the very act of clients’ making an explicit, conscious and autonomous 
choice (even a choice to hold onto psychologically unhelpful spiritual beliefs) would 
in itself aid their psychological well-being:
‘It’s a bit like ultimately if someone wants to kill themselves you need 
to let them do that [ ] as the person’s choice and so [ ] ultimately it’s 
about them taking informed choices in their life, what they’re prepared 
to compromise, or change [ ] and my experience is that when people [ ] 
take these decisions consciously [ ] they are very much more 
empowered and actually do well with what they have.’
Kate here uses an extreme example of suicide to emphasise how important respecting 
clients’ choice is, even in ‘worse case’ scenarios. She stresses that clients’ have 
responsibility for their choices and psychological well-being, thereby abdicating any 
responsibility for the therapist. She then justifies this stance by drawing on her own 
experience to show that giving all responsibility for choice to the client is also in their 
best interests. However, it is questionable how her position to value clients’ choice 
over their well-being, even to the extent of suicide, tallies with her justification from 
her own experience of clients then ‘doing well with what they have’. Overall, Kate’s 
statement implies that it does not matter what you chose, but it is making an 
autonomous choice that is most valuable.
Discussion
Given that this study aimed to explore the understanding and experience of a 
particular group of participants, any conclusions drawn from this data set must be 
tentative as the sample cannot be presumed to be representative of therapists in 
general. In particular, the sample was predominantly female and exclusively White 
and although participants held a variety of beliefs, there remain many other
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perspectives yet to be investigated. Moreover, all participants worked in private 
practice and, as mentioned, this may overlook significant institutional factors 
particular for practitioners working in NHS settings. Nevertheless, the majority of 
participants worked in the NHS alongside their private practice and during the 
interviews drew on experience from both settings perhaps limiting the existence of 
unknown additional institutional factors.
Despite this, the study presents an initial exploration of the challenges 
therapists face when working with clients who have different spiritual beliefs to their 
own. What emerged as presenting the greatest challenge to therapists was when 
clients’ spiritual beliefs were perceived as psychologically unhelpful to them. In such 
situations, participants experienced a conflict between their ethical stance to respect 
clients’ spiritual beliefs and their aim to enhance psychological well-being. This 
conflict materialized in participants’ reported experiences of uncertainty and 
apprehension regarding whether and/or how to change clients’ spiritual beliefs. The 
focus on this particular conflict distinguishes this study from other research papers 
that have reported therapists’ experience of working with clients’ spiritual beliefs. 
Furthermore, this study uniquely identifies a variety of specific practice responses to 
this conflict as well as demonstrating more generally how spiritual beliefs are 
perceived by practitioners in terms of their psychological properties and functions.
While participants described a number of approaches regarding how to work 
with psychologically unhelpful spiritual beliefs, there remained a sense of conflict at a 
theoretical and internal level. Although not conceptualized in these terms, the conflict 
that participants experienced between their aims and responsibilities can be clearly 
conceived as an ethical dilemma between beneficence and autonomy respectively. 
While not eliminating a felt sense of conflict, enabling therapists to conceptualize 
working with psychologically unhelpful beliefs as an ethical dilemma would 
nonetheless aid their ability to consider and approach such spiritual beliefs more 
confidently and ethically (Shillito-Clarke, 2003; Tjeltveit, 2004).
Correspondingly, it is recommended that therapists foster a personal ‘ethical 
mindfulness’ (Bond, 2000, p. 242) by recognizing particular ethical issues and then 
reflecting on ethical theories and codes. The importance of this is highlighted by the
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divergence of practice responses that participants reported having adopted when 
working with psychologically unhelpful spiritual beliefs. Such diversity suggests that 
participants’ judgment about and approach to this ethical dilemma more likely relate 
to individual experience, orientation, working context, personality and 
personal/spiritual values (Shillito-Clarke, 2003). This does not necessarily raise 
concerns, as dilemmas are dilemmas precisely because more than one rationally 
justifiable solution/approach exists (Beauchamp & Childress, 2001). Nonetheless, 
therapists developing their own ethical analytic framework and would help provide a 
range of alternatives for consideration and criteria for setting priorities among their 
aims and responsibilities when working with psychologically unhelpful spiritual 
beliefs (McCoy, 1985).
In addition, it seems desirable for therapists to examine their own spiritual 
beliefs and values to ensure they do not subconsciously impose their own spiritual 
values onto clients (Haug, 1998). This seems particularly significant given that, 
although the majority of participants were clear they would not try to change their 
clients’ beliefs nor impose their own beliefs, their reports of their practice were more 
ambiguous. Indeed, most participants reported having to some extent employed 
techniques to change clients’ unhelpful spiritual beliefs, even if this was done by 
indirect or implicit means. A more open and up-front disclosure about their perception 
of and approach to clients’ spiritual beliefs has be argued as being more respectful of 
the client’s autonomy and therefore a more ethical response (Richards & Bergin, 
1997; Rowson, 2001). Such honest and open acknowledgment of therapists’ desire to 
enhance clients’ psychological well-being may also help reduce the confusion and 
discomfort that therapists experience in working with spiritual beliefs, which may be 
related in part to an experience of an internal but unacknowledged conflict.
On a more general note, this study revealed the extent to which participants 
conceived of and assessed clients’ spiritual beliefs in psychological terms. This raises 
the question of whether this ‘psychological perspective’ misses something important 
about clients’ spirituality, particularly given (as one participant noted) many spiritual 
beliefs are not held on the basis of their psychological properties. However, it is 
largely accepted that it is not the role of the therapist to adjudicate the veracity of a 
spiritual domain or a transcendent object (for example, see Meissner, 1984; Van
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Eenwyk, 1989). Therefore, by focusing exclusively on the psychological aspects of 
beliefs, participants avoided venturing beyond their domain of competence or ascribed 
role. Yet such an approach to clients’ spiritual beliefs risks denying their essential 
experience and understanding of their spirituality, which may ultimately result in a 
misalliance.
While this study has begun an exploration into this important area of clinical 
practice, there is a clear need for further exploration to understand the complexity of 
therapists’ approaches to working with salient spiritual differences. Most notably, 
participants in the current study came from a range of backgrounds and beliefs. 
Although this diversity provided rich data, it would be fruitful to investigate the 
specific impact that therapists’ theoretical/practice orientation as well as their own 
personal spiritual stance has on their perception of and approach towards working 
with psychologically unhelpful spiritual beliefs. Additionally, research into training 
models designed to aid therapists in developing an ethical analytic framework would 
be helpful for qualified practitioners as well as those seeking to equip trainees to work 
with spiritual beliefs.
With increasing expectations for practitioners to work with spirituality in 
therapy, it is important not to overlook the significant challenges that therapists face. 
One central challenge is how to work ethically with clients’ spiritual beliefs that are 
perceived as being psychologically unhelpful. A number of suggestions have been 
made to assist therapists in handling this difficulty. In particular, it is recommended 
for therapists to recognize this challenge as an ethical dilemma, to develop an ethical 
analytic framework and to reflect on their own beliefs within this context. While 
consideration and reflection on this ethical dilemma is important to help practitioners 
to develop a confident and ethical practice approach to clients’ spiritual beliefs, it is of 
course ultimately important for the clients who bring their spirituality into therapy.
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If there are any significant changes to this proposal you may need to consider 
requesting scrutiny by the Faculty Ethics Committee.
Yours sincerely 
Dr Mark Cropley
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Appendix 2. Interview schedule
1. Introduction question: Can you tell me a little about the contexts in which you 
work and the type of clients you see?
2. Can you describe your experience of working with clients’ who bring their 
spirituality/religion (spiritual/ religious beliefs) into therapy?
3. What concepts/theories (if any) helped guide your work with these clients?
4. What challenges (if any) did you encounter when working with clients who held 
different spiritual/religious beliefs to your own?
> Present vignette
(“This is taken form therapists’ accounts of working with clients who held different 
spiritual/religious beliefs to their own. I’ve used the term ‘God’ as a standard cultural 
term, rather than to denote a particular spiritual perspective.”)
5. Can you describe your responses to the vignette? (prompt for 
emotional/cognitive/behavioural reactions.)
6. What (if any) do you understand to be the potential difficulties/issues/dilemmas 
with the situation described?
7. What concepts/theories/factors might you take account of when considering how 
to respond to such a situation?
o (If not already discussed) Some therapists have understood working with 
spiritual/religious difference in terms of ethical factors/principles. Are 
there any ethical issues that you might consider when faced with a situation 
like the one described?
o (If not already discussed) How might you respond to such a situation as 
described in the vignette?
o (If not already discussed) There are various views on whether a therapist 
should challenge a client’s spiritual/religious belief in therapy. What are 
your views on this matter?
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8. Can you describe any other examples from own work that is similar or relevant to 
this issue?
9. What do you think would help you manage working with spiritual differences in 
therapy?
10. (Summarise main issues covered.) Is there anything further you would like to add 
before we finish?
11. Additional question: What prompted you to respond to the invitation email or 
agree to participate?
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Appendix 3. Vignettes
Vignette 1: M is a 35-year-old female client who has presented to you for
psychotherapy. She has been diagnosed by her GP as suffering from depression for the 
last 5 years. She states that her depression began after she was raped by a stranger one 
night as she making her way home from a work social gathering. She received some 
brief therapy shortly after the attack but reports that she has been unable to return to 
work or her normal activities since.
In your first few sessions with this client, she was very tearful, describing how 
painfully depressed she feels. However, she reported having a supportive husband and 
a strong spiritual/religious faith without which she doesn’t think she would have 
survived this long.
A few weeks into your work with this client, she began discussing her rape and 
revealed that she believed this attack was God’s way of “punishing” her. As you 
began to explore this idea with her, it emerged that a significant part of her present 
mental suffering involved her cycling between shame and guilt about feeling 
punished.
Vignette 2: M is a 27-year-old man who referred himself to you for psychotherapy.
He described struggling with identity issues all his life but which were now becoming 
unbearable. In your initial meetings with this client, he reported having low self­
esteem, feelings of paranoia and a deep sense of unhappiness. More recently he 
admitted to occasionally harboring suicidal thoughts, for which he felt profoundly 
guilty and frightening.
On the second session with you, this client revealed that at the heart of his 
struggles was the conflict he felt between his spiritual/religious identity and his 
sexuality. Although he explained that his spirituality/religion had been a great support 
to him, he described feeling that he had failed God. He could see no way out of this 
conflict but at the same time felt he could not go on living this way.
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Appendix 4. Pilot interview feedback questions
> How was the length of interview?
> Was there anything you didn’t understand?
> How was the flow of the interview?
> Did it feel like there were too many questions or not enough?
> Were there other areas that you feel are important that were not addressed?
> How did you feel discussing these things with me (difficult, distressing, 
awkward, exposing etc.)?
> Do you have any comments about the choice of vignette (did it resonate with 
your existing experience, was it easy to understand, was there enough 
information etc.)?
>  Do you have any comments about the length of vignettes or their position in 
interview?
> Do you have any other comments?
160
Research Dossier
Appendix 5. Information sheet for participants
UNIVERSITY O F
SURREY
Information Sheet for Participants
There is substantial interest in the integration of spirituality/religion and therapy however, 
therapists often report difficulties and confusion regarding how to work with spiritual and 
religious difference. Research investigating how therapists consider and construct responses to 
spiritual/religious differences will help illumine this issue and potentially indicate the most 
fruitful way to equip practitioners to work ethically and comfortably with spiritual/religious 
difference.
This study will involve interviewing registered Clinical and Counselling Psychologists, 
Psychotherapists and Counsellors who have at least 2-years post-qualification experience and 
who are working on a one to one basis in private practice. The interview will be conducted by 
myself, on a one-to-one basis and will last approximately one hour at a suitable time and 
location that is convenient to you. On the day of the interview I will give you this information 
sheet to keep. I will ask you to sign two consent forms and to complete a background 
information sheet.
I am interested in hearing about any experience you have of working with clients who have a 
different spiritual/religious stance to yourself and for whom their spirituality/religion is 
relevant to their presenting issue. I will also provide you with a short vignette to read which 
outlines such a situation which has been taken from another therapists’ experience. This will 
provide an opportunity for further reflection and discussion about your perception, 
consideration and approach towards working with spiritual differences.
You are not obliged to answer all the questions and you are free to stop the interview or 
withdraw from the study at any time, without having to justify yourself. Each interview will 
be audio-recorded and then transcribed by me but identifying details will be altered to 
preserve confidentiality. All information which is collected during the course of the research 
will be kept securely and treated as strictly confidential. The data collected from the 
interviews will be written up and submitted for my Doctoral course and also possibly for 
publication. You are welcome to ask for a copy of the draft and/or final written report.
Any complaint or concerns about any aspects of the way you have been dealt with during the 
course of the study will be addressed; please do contact myself (Joanna Jackson by email - 
jj00004@surrey.ac.uk) or alternatively, you may contact my supervisor (Dr. Adrian Coyle by 
email at a.coyle@surrey.ac.uk).
If you have any questions regarding any aspect of the research, please do not hesitate to ask 
me.
Thank you for your time.
Joanna Jackson
Counselling Psvchologist in Training
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Appendix 6. Background information questionnaire
UNIVERSITY OF
SURREY
Background Information Questionnaire
The following information is collected is order to inform the readers of the final report more 
about those who have taken part. However, this information will be kept confidential and will 
not be used to identify you.
1. How old are you?
2. What is your gender?
3. How would you describe your ethnicity?
Choose one section form (a) to (e) then tick the appropriate box to indicate 
your cultural background.
(a) White
British □
Irish □
Any other White background (please specify)_____________________
(b) Mixed
White and Black Caribbean □
White and Black African □
White and Asian □
Any other mixed background (please specify)
(c) Asian or Asian British
Indian □
Pakistani □
Bangladeshi □
Any other Asian background (please specify)
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(d) Black or Black British
Caribbean □
African □
Any other Black background (please specify)
(e) Chinese or Other ethnic group
Chinese □
Any other background (please specify)
4. What are your professional qualifications?
5. What is your current job(s)?
6. How long have you been practising as a psychologist / psychotherapist / counsellor?
7. What is/are the context(s) in which you conduct your therapeutic work?
8. Please describe briefly your spiritual or religious stance (if any).
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Appendix 7. Consent form
UNIVERSITY OF
SURREY
Consent Form
I the undersigned voluntarily agree to take part in the study on how therapists 
respond to spiritual differences in psychotherapy.
I have read and understood the ‘Information Sheet’ provided. I have been given a 
full explanation by the investigators of the nature, purpose, location and likely 
duration of the study, and of what I will be expected to do. I have been advised 
about any discomfort and possible ill-effects on my well-being which may result. I 
have been given the opportunity to ask questions on all aspects of the study and 
have understood the advice and information given as a result.
• I understand that all personal data relating to volunteers is held and processed in 
the strictest confidence, and in accordance with the Data Protection Act (1998). I 
agree that I will not seek to restrict the use of the results of the study on the 
understanding that my anonymity is preserved.
I understand that I am free to withdraw from the study at any time without needing 
to justify my decision and without prejudice.
• I confirm that I have read and understood the above and freely consent to 
participating in this study. I have been given adequate time to consider my 
participation and agree to comply with the instructions and restrictions of the 
study.
Name of volunteer (BLOCK CAPITALS) .....................................
Signed........................................................... ......................................
Date............................................................... ......................................
Name of researcher (BLOCK CAPITALS) JOANNA JACKSON
Signed .....................................
Date .....................................
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Appendix 8. Illustrative quotations for all themes
Super-ordinate
Themes
Sub ordinate Themes Example Quotations
Therapists’ 
perception of 
clients’ spiritual 
beliefs: 
Psychological 
understanding and 
impact
Spiritual beliefs in 
relation to clients ’ 
internal world
T would be thinking about [her 
beliefs] as a projection [of] her own 
psychic life.’ (Jackie)
‘God can manifest as this all 
forgiving and loving being but also 
this vengeful tirade of death and 
destruction for stepping out of line, 
we project, or God is not above 
projection and transference.’ (Kate)
‘She has a certain attachment style 
to God a way of perceiving God 
that is distorted and dysfunctional 
and is likely to have come from 
some of her own experiences of 
other relationships.’ (Clara)
The psychological impact 
o f spiritual beliefs on 
clients ’ Well-being and 
the therapeutic process:
a. Spiritual beliefs 
as
psychologically
helpful
‘I think it’s very helpful if people 
can have a faith and if they can use 
that faith towards [ ] making 
themselves feel better which is 
usually what they do.’ (Francis)
‘Spiritual beliefs can be really 
really useful [ ] as a form of social 
support, it can be very holding and 
containing and supportive to people 
so [ ] it serves a valid function in 
terms of people having a cohesive 
structure of people to function in.’ 
(Kate)
‘If one of my pain patients says I 
go to the Mosque and pray I think 
‘oh great that’s wonderful’ because 
[ ]I know that if they do a lot of 
praying that they will be open to 
some meditating relaxation some 
visualizing [ ]so I think it’s a 
brilliant thing to use in the 
therapy.’ (Francis)
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The psychological impact 
o f spiritual beliefs on 
clients ’ Well-being and 
the therapeutic process:
b. Spiritual beliefs 
as
psychologically 
______ unhelpful_______
Discordance
spirituality
psychotherapy
between
and
See detailed analysis.
See detailed analysis.
Therapists’ aims 
and
responsibilities:
(In) Compatibility 
with clients’
spiritual beliefs
Therapists aim: Clients’ 
psychological well-being
See detailed analysis.
Therapists responsibility: 
Respect clients ’ beliefs
See detailed analysis.
Conflict between aims 
and responsibilities
See detailed analysis.
Handling conflict
between aims and 
responsibilities_________
See detailed analysis.
Therapists’ 
practice responses 
to psychologically 
unhelpful spiritual 
beliefs: Explicit
and implicit
approaches
Exploring clients ’
spiritual beliefs
T will help people explore what 
their faith might mean and whether 
it means anything to them.’ (Tricia)
T would expect them to explore 
and are there to engage and if 
somebody is not going to engage 
then we are not doing therapy and 
it’s not about convincing anybody 
to be different or to take away 
somebody’s religious beliefs either 
but is actually about exploring how 
they’re using their religious beliefs 
to hold a particular picture of 
themselves which isn’t necessarily 
useful to them.’ (Kate)
T would explore 
(Francis)
first of all.’
Challenging clients ’ 
spiritual beliefs
Tt doesn’t matter whether it’s God 
or something else, it’s a projection 
of blame and I think that is 
definitely something to be 
challenged.’ (Kate)
T won’t knowingly challenge 
anyone’s spiritual belief because
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that’s personal to them I don’t 
expect myself as a client or patient 
to be challenged.’ (Cathy)
T remember reading in Jung when 
a woman came to him with a very 
strong faith he said that he would 
never ever challenge and he 
worked with it and I took that into 
myself and you can’t challenge it 
as a therapist you can’t.’ (Ruby)
‘it’s a bit of a minefield because [ ] 
if it is being used to defend the self 
in some way then it’s a very 
delicate area because if you 
challenge it too much (clapping 
hands) then the whole thing comes 
down on you and its watertight in a 
way that you reach an impasse that 
can’t be breached so I don’t think 
it’s wrong to challenge but I think 
it’s very delicate [ ] It’s like finding 
this tightrope because you don’t 
want to [ ] fall into the trap of 
being appeasing and [ ]so accepting 
that actually you aren’t doing 
anything at all and you have to get 
it wrong sometimes and you it’s 
this balancing act all the time.’ 
(Sarah)
Implicit
approaches
practice See detailed analysis.
Explicit
approaches
practice See detailed analysis.
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Appendix 9. Interview transcript
Transcribing Notation Key:
Notation loosely taken from appendix in book by J. Potter and M. Wetherell (1987) 
entitled ‘Discourse and Social Psychology: Beyond Attitudes and Behaviour’. 
London: Sage Publications.
‘I’ denotes the interviewer’s words 
‘P’ denotes the participant’s words 
Pauses for 1-3 seconds were marked by a comma:,
Pauses for 3-5 seconds were marked by 3 dots: ...
Pauses for more than 5 seconds were displayed in round brackets following 3 dots, 
and the precise timing was noted in seconds: e.g. (...11) to denote a pause lasting for 
11 seconds.
For non-verbal movement, expression and occurrences, square brackets were used: [ ]
For overlap in utterances, for example when the therapist says ‘Yeah’ during the 
client’s speech, pointed brackets are used within the dominant speaker’s words: <T: 
Yeah>
Please note that in transcribed section, the therapist says ‘Um’ intermittently 
throughout the client’s speech, but this was not denoted.
To indicate overlap in speech words are put in italics.
Transcript
I: Um.. .you mentioned you have a couple of people in mind who you could talk about 
could you start by just telling me some of your experience of working with people 
who bring their spirituality and religion in therapy
P: Um yeah...um....I guess from reading your sheet I was thinking of people who had 
a different faith from me but um there’s also more currently somebody who’s got a 
Christian faith which I have too who I have in mind but the other two were one um 
that I saw I am not seeing her anymore um...yeah so she um she came from a Seek 
background and um and had an an active un a very active faith with some discord with 
the way in which it was expressed in in her culture um or the cultural aspects rather of 
of um...people who...who reported to have that faith so I have her in mind and I’ve 
got someone else in mind who um...who I saw for a briefer amount of time and I left 
my post in the middle of therapy with him um so I don’t feel I kind of got to know
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him quite as well work with him quite as well um so he...er...he was a Muslim...and 
um.. .yeah although.. .his faith didn’t come into yeah the actual psychological work or 
issues that that we discussed much he did bring a DVD though which is over there on 
his faith
I: So he didn’t sort of actively talk about it much
P: He didn’t it it it didn’t come through...it didn’t...it was more in his accounts of 
what he did in the week people and where he’d met at the Mosque as opposed to 
particular beliefs relating directly in a way that was discussed anyway in relation to 
the depression or why he came to therapy um
I: And I guess thinking particularly maybe about the Sikh client of yours who talked 
more about her faith were there any sort of concerns or anything that your took into 
account when working with her in that area
P: Yeah I...I suppose I made a point of conveying that...um...that I valued and 
respected her belief system that I could...without disclosing um...no I did...I think I 
did at one point yeah so I made a point of letting her know that I can relate to an idea 
of of a strong faith and um of the importance of that um.. .to her and to the values that 
carried her decisions um and I think that just helped her to be very open about the 
different aspects of her faith that in that were involved in her life um...so um I guess 
that’s just one aspect of it another one was um.. .there was sort of er.. .its hard to know 
which is cultural and which is faith where they...um but there was definitely a higher 
value in her faith stroke culture and her family of getting married and having children 
er...as a woman and so that...er I I that needed to be taken into account really in 
understanding some of her distrust which um was an aspect of it that was related to 
her fertility and her single status um..
I: So you made a conscious effort to show your understanding and your respect for her 
sort of differing beliefs to to allow her to feel more comfortable and open
P: Yes I don’t think the...um...and I didn’t disclose to her during therapy that I was a 
Christian but I did say that I also had a strong faith er so it was more of an emphasis 
on the similarities rather than the differences and you know 11 think that the values 
that she um conveyed um...from her faith were very much ones that I held anyway 
so...in lots of respects I mean ultimately not because um she had a different idea 
about God and the ultimate things that I think are important but at a values level um I 
could definitely align myself with her and um I think that helped something of the 
relationship though it wasn’t vital to it because I think we had a very good kind of 
therapeutic relationship anyway
I: And were there any particular challenged that you faced when working with her or 
to do with your other client who came from a different spiritual stance
P: Um (23) um I’m thinking about the one we’ve been talking about she she she was a 
challenging she there were definitely challenges in the work and she came terribly er 
kind of complex presentation but I think we worked well together and she made some 
amazing progress and er I don’t really it doesn’t er challenges due to difference in 
faith none really come to mind um...there were some challenges for her due to her 
faith um.. .the challenge perhaps perhaps the only challenging thing with the guy that I
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was mentioning was er.. .how to respond to his wish for me to watch a DVD um 
explaining Islam there was a sense in which he was wanting to sort of evangelise and 
um promote his faith and um er sort of yeah pass on a message of something that he 
believed in to me as opposed to um feeling like he wanted me to understand his faith 
so that I could work with him more effectively um so I mean 11 actually intended to 
watch it for my education because I thought it might help me to understand how that 
part of his his living and his being was er relevant to the the work um maybe resources 
that we could have got for our psychological work but um as that would have needed 
to have happened in my own time and I was terribly busy I actually never got round to 
watching it before I left the post and stopped working with him so I um so I just dealt 
with that I suppose the way I would um.. .with anybody like that I thanked him more it 
he asked me if I’d watch it I said sorry no it it was one of those things that throws you 
are the time because it felt like a stepping out of the roles but it was not something that 
um...you should you know something that I don’t feel unable to deal with...its part 
and parcel of the job really
I: And the other client you mentioned were there...it sounds like in terms of 
challenges it was more about finding the similarities and emphasising those in that 
way rather than perhaps challenges that would have arisen from the differences
P: Yeah um...some on a concrete level some on a more abstract level so for instance 
she was faced with the situation where he younger sister had become pregnant 
unmarried obviously a big deal in the family and she was the only person she had told 
about this and her sister wanted an abortion.. .so she was placed in a difficult situation 
in not supporting her sister’s um wishes from a religious standpoint yet sort of 
wanting to support her from a personal stand point um and er you know similarly I 
would I I’m not pro abortion so um I could understand her dilemma um that’s one 
example another example would be one where she was was exploring different means 
of er what was it...um yeah so she was looking into different forms of conceiving um 
thinking ahead to if she did become married would she be could she be fertile could 
she conceive um artificially um in ways that were were not out of line with her faith 
and so she consulted some religious expert about that she got the um theological 
perspective on it and so um...she could have been faced with a difficult situation of a 
conflict between what she wanted personally and what may have brought her more 
psychological sort of wellness or happiness um...verses...what her faith was saying 
and um...you know I can appreciate that people in that position may well want to put 
their faith values above their personal personal fulfilment or er emotional well-being 
so I felt a sort of um sympathy with her on that level but I’ve encountered other 
psychologists who would really have a hard time when they are faced with situations 
where a client is putting their religious values about what is seen by a psychologist to 
be compromising their emotional well being um...I don’t know how much that really 
made a difference to my client but it was just sort of part of the story of a really kind 
of well bonded relationship with her I think
I: Was there any point in your work where you sort of felt a difficulty in relation to her 
faith
P: Um I think.. .um.. .er um I think er I think the only way in which that would be the 
case is that I really I really grew to like her an awful lot and it was one of those very 
satisfying pieces of work where you know where you really end up kind of.. .um
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caring for the person and um and I saw her over the course of about two years with 
some breaks so I really saw her change and grow and get through some difficult stuff 
and on that level because of that sort of bond I guess um and her openness to faith and 
spiritual 11 guess I personally really wanted her to and er she really I mean she she 
expressed so much um...you know for her therapy was massively life-changing 
um...and she’d never really had a relationship with somebody who validated and 
affirmed her and other things that I was able to do with her and I am sure other people 
in my position would have been able to do with her as well but 11 felt like the person I 
suppose instead of the psychologist wanted to be able to share with her my faith and 
um because I felt like...I guess I feel like there is something spiritual that goes on 
when you have er that kind of relationship with somebody and um.. .1 guess I felt like 
from what I was able to share with her I I feel something of God and something of 
God’s love and um and um yeah and something some expression of how He He 
regards her and I wanted to be able to kind of let her know that that this is um .. .that it 
wasn’t just me um and so that she could sort of access more of that when I once I’d 
gone out of you know when I was no longer in her life when therapy had ended 
so...um yeah that’s...er...I don’t know how it wasn’t hard on one level because I just 
knew I can’t do that um.. .so it wasn’t something that I struggled with as a dilemma to 
say or not to say but it was just more I guess er a a wish that I had for her 
um...because it didn’t I mean yeah I guess I just felt like um...the kind of faith that I 
have the kind of knowledge and relationship with God that I have um... would just be 
something that would build on what she got through therapy so I really wish that for 
her
I: Thank you...um...I have a vignette here...I’ll shall I read it out and then I’ll pass it 
to you and you can um have a look at it...it’s taken from another therapist’s 
experience and I’ve used the term God here not to denote a specific faith but as a 
general generic cultural term so ...'M is a 35-year-oldfemale client who has presented 
to you for psychotherapy. She has been diagnosed by her GP as suffering from  
depression for the last 5 years. She states that her depression began after she was 
raped by a stranger one night as she making her way home from a work social 
gathering. She received some brief therapy shortly after the attack but reports that she 
has been unable to return to work or her normal activities since.
In your first few sessions with this client, she was very tearful, describing how 
painfully depressed she feels. However, she reported having a supportive husband and 
a strong spiritual/religious faith without which she doesn’t think she would have 
survived this long.
A few weeks into your work with this client, she began discussing her rape and 
revealed that she believed this attack was God’s way o f “punishing” her. As you 
began to explore this idea with her, it emerged that a significant part o f her present 
mental suffering involved her cycling between shame and guilt about feeling 
punished’. [Interviewer passed the written vignette to the participant] So take as long 
as you want to gather thoughts about that and what your responses are to 
it.. .emotionally cognitively or what you would do (35)
P: Yeah...er well the immediate urge is wanting to challenge that interpretation um I 
think its one of those situations where you have personal investment in and experience 
of a God who is sort of different from that means that its sort of a bit more challenging
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to um as a as a therapist um because of the need to really try and be aware of how 
those kind of personal thoughts and feelings might infringe on good clinical practice 
[smirking] so I guess some thoughts are er that she has um so I guess a hypothesis that 
I would got to would be that er that she has a certain attachment style to God a way of 
perceiving God that is distorted and dysfunctional and is likely to have come from 
some of her own experiences of other relationships so my er initial hypothesis or 
thinking would be to want to explore her relationship with her parents or significant 
others maybe maybe it’s not her parents maybe its spiritual significant others whatever 
what her understanding why she has ended up with this concept of God as um as.. .and 
also these concepts of herself that so readily come to the fore um shame and guilt 
feeling...something shame before that and her proneness to um take blame um...so I 
would I would perhaps be thinking about um yeah exploring relational themes 
generally um...and seeing if I can stand back from the focus on just God um...and 
um...see if that might help her to kind of get a little bit unstuck from the ideas that 
um...that this was definitely God doing this and um...that it was his will to have...I 
guess the way I work is that these are my initial thoughts but depending on how she 
would respond to that way of working I might go in other directions um
I: You mentioned your initial response was some kind of personal sense of difficulty 
in terms of your own sort of beliefs being different to her own beliefs to what God is 
like
P: Yes I mean the urge that I would just have to notice and not act on would be to say 
but no God is not like that you know he’s this this and this and become a bit preachy 
and try and um [laughing] and try and...not preachy in...um not preachy in the most 
encouraging way possible but you know with my head screwed on wouldn’t actually 
be particularly helpful but would probably be distancing for her she she would 
probably end up thinking that I didn’t understand iff  came up with all those things
I: Would it be difficult to sort of hold those things...! mean I hear you saying you 
wouldn’t act on them but that they would be going on and you would have to put them 
somewhere I’m wondering what that experience would be like
P: Um...I I think [laughing] I think it would depend on um yeah... how (12) yeah I 
guess yeah um...sort of how pumped up I was with a sense of God being loving and 
just how you know if I had just been to church the day before and everybody was sort 
of er I’m in touch with a few different churches and there is one that is always er 
talking of how wonderful God is and encouraging people when they are down to keep 
their eyes on the Lord and there’s a really positive sense of God that goes around in 
the culture and that is expressed between people as well the kind of encouragement 
support er living and standing by each other through difficulty and um...you know if 
I’d just be sort of embedded in that way of being where that is so readily expressed 
and so readily received you know it would be harder for me to hold back [laughing] it 
would be just more difficult for me to do even though I would I think the kind of the 
setting would help me to be kind of be different in that professional context would be 
helpful...if I hadn’t come from that kind of world then it would be easier for me so er 
if there is something about kind of I guess shifting between sort of cultures and 
um...er (7) yeah where values are different um...roles are different...so um...yeah I 
think it would also depend on um...you know how able I was to really step into this 
woman’s shoes and um ...if the empathie connection with her was kind of stronger it
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would be easier to kind of let my personal edges it would be easier it would be an 
easier process to kind of have those to one side and not express (7)
I: And what um .. .well I guess would that be the main difficulty with working with her 
particularly in terms of her spiritual or religious beliefs
P: Um...um...Fm not sure 11 think it would depend also on what her faith was um 
because we don’t know what her faith is at the moment and whether.. .1 mean I...if it 
was a Christian faith I probably I mean I am more knowledgeable about that and more 
confident that her interpretation of God God’s actions does not is not consistent with 
um a Christian um perspective as I know you know unless it’s kind of a different 
version of Christianity that is not mainstream so I would be fairly confident that we 
could get to a place where she was able to to drop those ideas if...like I say if her 
fundamental commitment was to the Christian faith that I known...but if it was a 
different faith where maybe God did punish um...this would be this was a way that 
God might punish or that...shame and guilt then that would be quite difficult um...I 
think most belief systems most faith systems I mean my general understanding is that 
most mainstream faiths are um...allow people to live well psychologically well so um 
there would be er if I was getting stuck on that kind of front I might confer with other 
people or leaders of the faith I maybe suggest to her that she maybe talks to people 
that she respects in the faith or maybe there was a model of thinking about therapist 
and client together meeting with a faith leader to get the kind of religious perspective 
on these issues and see how um...see how it works so um that might be a difficult 
thing to approach but I suppose I have some ideas about how I might go about it
I: So there would be different ways of approaching it depending on whether that belief 
about God was actually legitimate for her spiritual perspective
P: Yeah yes yeah I think that’s right
I: You mentioned the idea about some um some therapists um finding it you know 
there would be certain issues which she would be comfortable with someone 
accepting above their psychological health whereas others wouldn’t if if that was a 
situation like this in that her faith and spiritual perspective did believe in a God that 
did punish in these sort of ways
P: Yeah I think I would want to go um into to try and make sense of in their in this 
faith system how do people what do people do with that if God had punished them 
what.. .what then how then is one meant to go forward in life um .. .and do life well um 
(5) um if I got stuck with this then I would be wanting to be seeking a lot of input 
from somebody who knew the faith well um the main (8) I guess you know maybe the 
work would end up being um er a process of...having...her...get a sense of um (5) 
there’s something about the idea of choice that comes in here that I’m thinking of that 
if she has chosen to live by this belief system and it means sacrificing freedom from 
guilt and shame then if that’s a choice that she’s made then it could be helpful for her 
to experience that as a choice um...but I’d want to be very careful that she wasn’t 
being mistaken in her belief system I would want to have that well considered and 
make sure that um...yeah that...I’d I’d feel like I might want to think about referring 
her to somebody else who might be able to help her better than maybe I could...I 
don’t know I’d feel I think I’d feel very uncomfortable with leaving her to live with
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this idea of being condemned by God for the rest of her life that would be pretty harsh 
um so...I think I’d want to do all I could to make sure I wasn’t missing something um
I: It sounds like you’d very much work within her beliefs...what guides that stance?
P: Right right well actually a couple of things guide that one is the professional ethical 
guidelines that we work with um but.. .probably more significance to me is that within 
my faith system you know belief system I believe that God the Christian God 
um...values human choice so highly that I mean basically so highly that he let people 
choose to um go against um what He wanted and wants and um you know I’d talk 
about it to people in terms of original original sin Adam and Eve He valued human 
choice and giving human choice more highly more highly than maintaining that 
relationships with them so I feel like well that’s...that’s therefore a value that I value 
for me that if people have chosen to live their lives um independent of the God then I 
need to respect that um nonetheless if doesn’t stop me form being um as much of what 
God wants me to be so loving and giving and representing him in all the ways that I 
can um and helping people to um...be as as well as they can um and um doing my job 
well and um yeah hopefully showing them love through um...though helping them in 
a way that they want from me...
I: Um...you mentioned sort of the ethics and also your personal view um on 
respecting their decision their choice um...how...would that be weighed up in your 
mind against maybe what you conceive is best for her being believing that God isn’t 
punishing her
P: Yeah um...so...um...sorry are you you’re highlighting the conflict perhaps for me 
of on the one hand wanting her to...um...wanting her to know a different God 
um.. .but on the other hand having the value of working within her belief system
I: Yeah and sort of respecting her belief and so not wanting to change that and yet also
P: Wanting to [laughing] um...yeah...well I think that um...I guess it’s a line to tread 
really that...I think it’s to do with the boundaries of my role and what she’s inviting 
what she would have invited me to do its about informed consent really if she’s 
invited me to help her to think differently about her situation I mean in a sense being a 
therapist is being asked to be someone’s therapist is an invitation to help them change 
their beliefs ways of thinking ways of feeling but in a in a way empowering them to 
make those choices and decisions so I wouldn’t feel at all constrained from asking her 
questions to reconsider her beliefs and in a sense that idea of choice I was referring to 
earlier is about getting her to weigh up the choices she is making when it comes to 
sort of choosing this kind of faith system but also its not just about pragmatic there’s 
all sorts of questions I might ask you know I wouldn’t have any problem getting her to 
re-evaluate but ultimately it is down to her um...so I can encourage choice but I am 
not in a position to I can encourage kind of reconsideration of her faith position within 
but its got to stay within the bounds of my role that I’ve been invited to take in her 
life...if it was a different context then my um you know and she was inviting me 
to...um take the role of persuading her about a different faith then I would I would 
probably talk differently with her and promote a different faith and a different you 
know in a different way
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I: You mentioned encouraging her to re-evaluate I guess Fm thinking about the idea 
of challenge and challenging say her or another’s faith or religious spiritual stance and 
I know therapists have different views on whether or not one should challenge a 
client’s faith where would you position yourself or what are your thoughts on it
P: I guess the word challenge could can can conjure up different ideas...I wouldn’t 
kind of confront in a way that would Fd try to um Fd try to come...ok Fm not I 
wouldn’t be neutral as a person but I would try to...take a neutral stance in my in my 
way of questioning so um...I would the challenge would be just...maybe there’s a 
sense in which I might use that word would be to get her to rethink to think on what 
grounds has she got these beliefs um.. .what are the what is the basis for them and (10) 
as well as...Fm a bit hesitant really to taking a pragmatic questioning approach or the 
pros and cons of having these beliefs because I feel my beliefs and my faith are not 
based on a a weighing up of pros and cons its based on whether I have a basis for 
thinking it true um...but it might be worthwhile questioning because um...she might 
have different grounds for her faith than whether its true or not it might be her grounds 
for faith is whether it works for her or not or whether its cultural so I would want to 
just um...it it would be less out of a motive to...well no I can’t say that with all 
honesty.. .1 was going to say not out of a motive to change her beliefs Fm sure there 
would be some motive there because I wouldn’t want this woman to live a miserable 
life but on the other hand um.. .it would be out of a motive to have her come to a place 
where whatever she believes faith wise she feels like she solidly believes that there’s 
sort of a real basis for her that that its...so that any suffering she experiences on the 
back of on the basis of having that faith is more tolerable for her I think there is 
something about that that if she knows that she knows she’s got good grounds for her 
suffering then it would you know that’s probably the best that I could offer her in the 
way of help psychologically...
I: Um...thank you...I have one more vignette which it may well be the same things 
come up but if there’s anything else... ’M  is a 27-year-old man who referred himself to 
you for psychotherapy. He described struggling with identity issues all his life but 
which were now becoming unbearable. In your initial meetings with this client, he 
reported having low self-esteem, feelings o f paranoia and a deep sense o f  
unhappiness. More recently he admitted to occasionally harbouring suicidal thoughts, 
for which he felt profoundly guilty and frightening.
On the second session with you, this client revealed that at the heart o f his struggles 
was the conflict he felt between his spiritual/religious identity and his sexuality. 
Although he explained that his spirituality/religion had been a great support to him, 
he described feeling that he had failed God. He could see no way out o f this conflict 
but at the same time felt he could not go on living this way ’. [Interviewer passed the 
written vignette to the participant] (29)
P: Alright...um...this was the kind of scenario that has come up before when I was 
referring to the kind of commitment to faith meaning that you might kind of...suffer 
more it was actually that was this was the kind of situation that I was thinking not not 
sort of the...just the just the central issue of um of sexuality and...so the idea that 
um...a commitment to a faith that...um...indicated that say homosexual practice was 
wrong might mean struggling with that um and its struggling with that all one’s life 
um but...in fact the greater yeah out of a commitment to a greater kind of a higher
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value of of faith but with this one here um...its not clear whether he feels like he’s 
failed God because he’s got those desires and urges or whether he’s actually acted on 
them um so again I’ve got to explore and its not particular faith specified here so I 
might want to have um him explore what what his faith...said and on what basis he 
had that understanding um...look at issues and responsibility um I mean there’s so 
many things going on here I don’t...necessarily just sit with the sexuality may (13) 
yeah...I mean it seems to me like a situation where I’ve been I’d approach it thinking 
well there will be well there’s very likely that there’s a way that his faith provides for 
living well...whilst um having...um this sexuality and be um...so (9) you know quite 
similar things to this woman in a way just thinking that you know drawing back from 
just the thing about God what are his relationships like why must he feel like he’s 
failed God what has he done what has he you know is he what about forgiveness what 
about that that’s what the sort of thing I might think about um when I’m thinking 
about what the faith system can provide in terms of a way to live well in terms of you 
know that he seems to be missing the idea that God forgives if we’re talking about 
Christian faith and um...sort of having... feelings um it isn’t necessarily wrong so um 
yeah um I’m not sure if there is much else that comes to mind that I sort of 
conceptually that would be different from what I talked about from this first case...
I: So what would be the main difficulty in terms of his spirituality if any
P: Um yeah um.. .1 guess I would want to know more I feel like I don’t . . .um
I: Is it harder to get a grasp on this than the
P: Maybe you know I’m imagining one way in which this could go and it may go in 
many different ways than I’ve got in my head right now but it maybe that his spiritual 
or religious identity may be partly a social identity he might be presenting himself one 
way with his um...in his faith community and feeling different inside and so it might 
be issue of you know the paranoia suggests that he’s afraid of how he might be 
perceived or rejected by other people if he revealed this part of himself so I might 
want to work on thoughts about shame and um...his ideas that his ideas that might go 
along with that how he would be accepted or rejected trying to get some more...um 
integration between his internal...sounds like there’s a lot of shame that he 
experiences er so the idea of internal shame and external shame both of which seem to 
be highly operating so it feels like work on both of those would be important so he 
feels less ashamed himself and he can maybe start to experience other people as 
accepting and not shaming as well and regard um...you know there might be real 
issues as well about how he might be reacted and responded to by people in his faith 
community they are not always the best in the world so you know it might be difficult 
to accept and work with
I: And in terms of challenges with this client how would you see that 
P: Challenge
I: Challenging challenging either his sexuality or his beliefs or anything
P: Um I guess...I guess I would want to take it more of an exploratory approach it 
feels like I don’t know something about him feels like if stuff was talked about he’d 
start to get a different my sense of him just from this is that he’s likely to it seems like
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he’s so closed up by shame that he’s not able to see beyond his very narrow...um 
distressing kind of distressed perspective and I feel like if if he were allowed some 
space to...um share some of his thoughts which are would not not having kept all of 
this hidden and to deal with them on his own if he felt like he had a trusting 
relationship someone that he might be able to think a bit more feely and um realise 
that...there are other ways forward um...so there are other you know there is the idea 
of forgiveness um acceptance um...compassion understanding um and can be seeing 
how we can grow some of those ideas for him.. .and in his system.. .trusting that some 
of those ideas are within his belief system...
I: Ok.. .1 know we’ve talked quite a lot about your experience of working with people 
from different faiths has this brought up anything else or have we
P: Um.. .um.. .I’m not.. .1 can’t think of anything else
I: Um.. .and I guess sort of somewhat lastly is there anything that you think might help 
you in your practice when working with people with different beliefs
P: Um I think that...um...yeah I think that access to in terms of in some 
circumstances access to um faith leaders who are...sort of psychologically.. .well 
informed psychologically minded and...um are kind of healthy themselves um 
emotionally.. .being useful um also respected by whatever client you are working with 
so that could be I could see scenarios where collaborating with someone like that 
could be very helpful
P: Um...is there anything further that we haven’t covered that you feel is pertinent 
that you’d like to add...
I: Um no
P: OK.. .thank you very much
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Dual relationships in church-based therapy: A thematic analytic exploration of
practitioners’ accounts.
A  growing practice o f  ‘church-based therapy’ is developing in UK  
churches, where secularly-trained therapists who are church 
members are employed by the church to offer psychological therapy 
to other congregation members. Although fulfilling a demand, 
church-based therapy raises a number o f  ethical challenges, 
including those associated with engaging in dual relationships. 
The current study explored these challenges through the use o f  a 
qualitative design. Semi-structured interviews were conducted with 
11 practitioners and the transcripts were analysed using thematic 
analysis. Three key themes directly relevant to dual relationships 
were discerned in the data, including: th erapists’ justification fo r  
engaging in church-related therapeutic dual relationships, 
challenges and risks fo r  the therapist o f  engaging in church-related 
therapeutic dual relationships and exclusions from  and management 
o f  church-related dual relationships. Implications and 
recommendations for practice are considered in light o f  the findings 
and avenues for future research are highlighted.
Keywords: dual relationships; church; spirituality; psychotherapy; 
ethics; thematic analysis
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Introduction
Within the UK, 10% of the population describe themselves as practising Christians 
and are members of Christian churches, representing a significant minority group of 
potential clients (Brierley & Wraight, 1995; Mitchell & Baker, 2000). Numerous 
studies demonstrate a general preference or even prerequisite for individuals to 
receive psychological help from someone who shares their own spiritual perspective 
(e.g. Bergin et al., 1996; Sorgaard et al., 1996). As a result, many Christians (as well 
as other faith groups) will request help from a professional in their own faith-based 
group: someone who they already know and trust and who can provide psychological 
help that is in harmony with their own beliefs and values (Richards & Bergin, 1997; 
Wang, 1994).
Correspondingly, some churches have begun to offer what can be termed 
‘church-based therapy’, where secularly-trained therapists who are church members 
are employed by the church to offer psychological therapy to other congregation 
members (Llewellyn, 2002; Spriggs & Slotter, 2003)^. This has become a relatively 
common practice in the USA where many churches are providing professional 
counselling to congregation members as part of their ministry (McRay et al., 1998), 
while in the UK, the majority of church attendees look outside the church for 
psychological expertise. However, this is changing and a growing practice o f ‘church- 
based therapy’ is developing within UK churches, with increasing interest at a local 
church level (Hall, 1997).
Although fulfilling a demand, church-based therapy raises a number of ethical 
challenges for the therapist to negotiate, including issues regarding confidentiality, 
privacy, loyalty and role boundaries (Peterson, 2002; Tan, 1994). One of the most 
prominent ethical issues is that of engaging in dual relationships, which unavoidably 
occurs when working with fellow members of their congregation (Llewellyn, 2002; 
Montgomery &DeBell, 1997).
 ^ Such church-based therapy can be considered distinct from pastoral care. Although definitions vary, 
pastoral care can be construed as a religious activity that occasionally borrows tools and techniques 
from secular psychology (Montgomery & Bell, 1997) and is conducted by individuals who do not need 
to be secularly qualified. Church-based therapy, however, is conducted by secularly-qualified 
practitioners adhering to secular practices o f  psychotherapy and who are bound by their governing 
body’s code o f  ethics.
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A dual relationship involves the “combination of a professional, fiduciary 
relationship with a second, significantly different relationship - whether concurrent or 
sequential” (McRay et ah, 1998, p. 145). Professional opinions regarding dual 
relationships have varied only somewhat, deeming them sometimes unethical (e.g. 
Berman, 1985) to always unethical (e.g. Pope, 1991) based on their potential for harm 
to the client. In particular, it has been claimed that clients cannot be an equal partner 
in the dual relationship because of the power differential inherent in the client- 
therapist relationship and that non-sexual dual relationships are more likely to lead to 
sexual dual-relationships (Pope & Vasquez, 1998). As a result, dual relationships are 
cautioned against by the ethical guidelines and codes of all major secular mental 
health professions (including the British Psychological Society, 2006).
However, little empirical research has been published on this type of 
relationship and therefore proponents of a more liberal view suggest that such claims 
are unproven and erroneous (Gabriel, 2005). Moreover, recent contributors have 
suggested that dual relationships have the potential to offer beneficial and rewarding 
experiences and that they can be worked with constructively if one has a clear 
understanding of their dangers (e.g. Zur, 2002; Syme, 2003).
There is also growing recognition that in some contexts dual relationships are 
unavoidable; that is, in certain geographical locations, including rural communities 
and military settings, or within certain minority groups, such as immigrant 
communities, the deaf community, gay, lesbian, bisexual and transgender 
communities as well as within spiritual organisations and religious congregations 
(Gabriel & Davies, 2000). Such unavoidability adds purpose and value to considering 
how dual relationships might be ethically managed.
In order to think about the ethical and therapeutic viability of dual 
relationships within this setting, to help practitioners reflect on these and ultimately to 
ensure the well-being of clients, it is important that the potential difficulties of 
engaging in ehureh-based therapy are clearly understood. Therefore, there is a need 
for research exploring the ethical challenges associated with ehureh-based therapy. 
The research presented in this paper begins such an exploration by examining ehureh- 
based therapists’ perception and management of the ethical challenges arising from
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their context of work and the particular issues associated with engaging in dual 
relationships.
My personal interest in church-based therapy has arisen from my own experience o f  
being asked by members o f my church congregation whether I  would be able to offer 
them psychological therapy. While on one hand this prospect excited me, my training 
as a counselling psychologist has taught me that engaging in dual relationships would 
be compromising my ethical integrity and therapeutic ability. Yet at the same time, 
training has also developed my ability to think critically, teaching me the importance 
o f challenging taken-for-granted assumptions. Consequently, I  began some personal 
research into the church-based therapy and soon discovered a marked lack o f  
research into therapeutic work within this setting. The importance o f beginning 
empirical research into the area became apparent, not only because I  was longing for  
some answers, but for the sake o f clients and therapists (some o f whom I  happen to 
know personally) who are involved in church-based therapy.
Method
Design
The present study offers an exploratory investigation into an issue that has not yet 
attracted substantial research interest and therefore, a qualitative methodology was 
considered appropriate. This is partly because there is an insufficient basis for the 
crafting of structured research instruments that are required for a quantitative 
approach; additionally, qualitative methodologies offer the possibility of accessing 
participants’ meaning-making on their own terms as well as potentially focusing on 
the context in all its complexity and fluidity, which is particularly important in new 
and developing areas of study (Henwood & Pidgeon, 1995).
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Whilst a variety of qualitative research methods are available, I have chosen 
thematic analysis because of its flexibility and accessibility as a research tool^®. In 
particular, such flexibility allows the particular aims of this study as well as my own 
epistemologieal stance to dictate the exact form the analysis will take, as opposed to 
succumbing to ‘methodolatry^^’ (Janesiek, 2000). In particular, I espouse a critical 
realist position with regard to the question of ‘knowledge’. In doing so, I maintain a 
form of ontological realism by proposing that phenomena are generated by 
underlying, relatively enduring structures, whilst acknowledging that these structures 
cannot be directly accessed or known independently of social constructions and 
discourses (Willig, 2001). Given thematic analysis sits between the two poles of 
essentialism and constructionism, it is a methodology ideally suited to working from 
this perspective -  allowing me to reflect reality, whilst also considering the impact 
that the broader social context has on participants’ meaning-making.
To ensure a robust methodology and to aid transparency and accountability, I  have 
recorded and disclosed my assumptions and important analytic decisions pertaining 
to the study within the methodology and these reflective boxes. As well recognising the 
importance o f considering my own epistemologieal stance when choosing a research 
methodology, allowing the research question to dictate my analytic approach, has 
also become progressively important to me. Given thematic analysis is an adaptable 
approach, it is a method which supports primacy being given to the research question. 
This has parallels to my development as a clinician, as I  have similarly come to see 
the importance o f allowing the individuality o f each client and their goals to dictate 
my therapeutic approach. Therefore, rather than being attached to a (therapeutic or 
analytic) method for method’s sake, I  have increasingly prized flexible approaches 
that can be individualised.
To acknowledge the creative and active role o f  the researcher throughout the research process, it has 
been suggested that the first person (T% ‘m e’) should be used rather than hidden in third person phrases 
(Foster & Parker, 1995). As can be seen, 1 have adopted this suggestion within this report.
“  ‘Methodolatry’ is a term used to describe a reductionism that occurs when a researcher is obsessed  
with method as opposed to content and substance or, in other words, is ‘too attached to method for 
method’s sake’ (Holloway & Tordes, 2003, p. 347).
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In line with my epistemologieal stance, participants’ subjective life 
experiences are attended to, documented and systematized first. I then go on to 
examine and identify more latent themes (the underlying ideas, assumptions and 
ideologies of participants) that shape the semantic meaning. Given the lack of research 
that currently exists within the proposed area of study  ^ I consider ‘dual’ type of 
analysis to be important which provides both a general overview of the data as well as 
a detailed account of particular aspects that are especially interesting or relevant to the 
research question.
The approach to analysing the data was partially inductive: on one hand, I have 
been inevitably influenced by relevant literature and my personal experience and 
interest and therefore enquired and explored specific aspects both during the data 
collection and analysis. However, I also endeavoured to remain ‘open to the data’ by 
coding the data without attempting to fit it into pre-existing theories or understandings 
and by ensuring themes identified were strongly linked to the data themselves (Braun 
& Clark, 2006; Ussher & Mooney-Somers, 2000).
Thematic analysis has been recommended as a useful methodology for novice 
researchers, on the basis that it teaches foundational skills o f  qualitative research. 
However, in order to produce a rigorous thematic analysis, the researcher is required 
to make a number o f decisions at the start about the exact form the analysis will take 
(including whether one will adopt an inductive or deductive approach, identify 
semantic or latent themes and describe the entire data set or focus on a particular 
aspect). My ability to make such active choices has been largely dependent on having 
already gained some experience and confidence in qualitative research methodologies 
through using interpretative phenomenological analysis (IPA) for my previous study. 
In contrast to thematic analysis, there is limited variability in how IPA can be applied. 
Yet, it was this structure and guidance that I  valued and needed as a novice 
researcher, rather than the freedom and flexibility o f thematic analysis. This has 
parallels to my clinical experience in that it has only been as I  have become 
comfortable and competent in working within particular therapeutic modalities that I  
have been able to develop a more integrative and flexible practice approach. I  would 
therefore argue that rather than being particularly suited to the novice, thematic
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analysis is an approach which benefits from a prior grounding in more prescribed 
qualitative approaches in order to make effective use o f the flexibility offered.
Details o f participants
Following ethical approval being granted from the Faculty Ethics Committee 
(Appendix 1), I sought to recruit therapists engaged in ehureh-based therapeutic 
practice. To ensure a differentiation was maintained between pastoral counselling and 
church-based therapy, a number of inclusion criteria were specified. (Please refer to 
Appendix 2 for further details on how these inclusion criteria were developed.) In 
particular, participants were required to:
• Have received training at least to diploma level in secular practices of 
psychological therapy.
• Adhere to a secular Code of Ethics and Practice for therapists (including BPS, 
BACP and UKCP Code of Ethics).
• Establish contractual agreements as part of their therapeutic work with clients.
• Apply secular practices of therapy in their work with clients.
• Belong to the same church congregation as their clients.
• Be approved, recognised and authorized to conduct therapy with congregation 
members by their church leader.
Appeals for participants were made through publishing an article in a 
professional journal reviewing relevant literature and providing the rationale for and 
details of the study^^. An email providing details of the study was also sent to all 
members of the British Association of Christians in Psychology and personal 
acquaintances whom I knew to be offering ehureh-based therapy were also contacted. 
Further participants were recruited by ‘snowballing’ from those who volunteered 
through these channels. Eleven individuals were recruited to participate as this was 
expected to provide enough cases to examine similarities and differences between 
participants whilst being able to attend to the richness of individual eases within time 
constraints (Smith et al., 1999).
This article can was published under the title ‘The ethical challenges associated with church-based 
therapy’ in Thresholds, Spring 2009, British Association o f  Counselling and Psychotherapy.
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The sample consisted of two male and nine female practitioners who all 
described themselves as ‘White British’ apart from one who stated they were of New 
Zealand background. Participants’ mean age was 54 years (range 46-64; SD=5.9). One 
was a psychologist, one a family therapist, three were psychotherapists and the 
remaining six were counsellors. They had on average, 13 years experience in 
therapeutic work (range 3-31; SD=8.2) and all participants worked in private practice 
although the majority also worked concurrently in the NHS and/or counselling 
centres. All participants described themselves as ‘Christian’ but came from a variety 
of church backgrounds and denominations as described in Table 1 below.
Table 1. Participants’ self-reported spiritual stances and/or church background
Participant Spiritual Stance and/or church background
Vera Church of England -  charismatic
Ruth Church of England -  liberal
Karen Charismatic evangelical -  attend a community church
Jonathan Anglican -  liberal catholic. Particular “interest” in the mystical 
tradition.
Rachel Evangelical Anglican
Mary Was Baptist, now Anglican
Jane Charismatic
Anthony Currently member of a Church of England church, with previous 
experience in Baptist, Pentecostal, non-denominational and Catholic 
churches.
Miranda Charismatic evangelical with very elasticated edges
Lilly Currently in an Anglican church that is evangelical charismatic
Ellen Attend a Baptist church
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Data generation
Data were eollected through in-depth, open-ended interviews, enabling a dialogue to 
be directed towards previously identified areas of interest, whilst allowing questions to 
be modified in the light of participants’ responses and interesting areas to be probed as 
they arose (King, 1996). Issues surrounding ethical challenges can be particularly 
sensitive. Therefore, I conducted the interviews on an individual basis and attempted 
to communicate an open stance by being supportive, sympathetically understanding 
and respectful (Henwood, 1996). Relevant literature identified potentially important 
areas to explore and guided the development of the interview schedule (e.g. 
Llewellyn, 2002; MeRay et al., 1998; Richards & Bergin, 1997).
The interview schedule invited participants to share their reflections on and 
examples from their experiences related to their therapeutic context and role, any 
ethical challenges encountered in their practice and how they managed any such 
challenges (see Appendix 3). Pilot interviews were conducted with the first two 
recruited participants and feedback was requested regarding the interview schedule 
and process. Piloting did not result in any changes and rich data were obtained from 
these interviews; therefore I decided to include them in the analysis.
Once recruited, participants were given a detailed introduction statement 
summarising the purpose and method of the research (Appendix 4) and given 
opportunity to ask questions. Prior to the interview, participants completed a 
background information questionnaire (Appendix 5) and were asked to read and sign a 
consent form (Appendix 6). Time was allowed post-interview for debriefing (King, 
1996). Interviews were digitally recorded and orthographically transcribed^^, although 
identifying details were altered to preserve confidentiality. A pseudonym was 
assigned to each participant to allow individuals’ reflections to be followed in the 
analysis.
Orthographic transcription seeks to accurately reproduce the semantic content o f  the talk but not 
details o f  its delivery (Banister et al., 1994), This form o f  transcription was considered adequate and 
appropriate for the chosen method o f  analysis (Clarke & Kitzinger, 2004).
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Analytic procedure
Although analysis was a recursive process, it involved a number of clear steps 
beginning with transcription and followed by repeated reading of transcripts to 
familiarise myself with the data. I attended to both semantic and latent meanings and 
noted down relevant or interesting aspects in the margins of the transcripts. Once I had 
gained an impression of potential overarching meanings and patterns emerging across 
the entire data set, I began the second stage of analysis which involved a more 
systematic coding of interesting and relevant features of the data across all transcripts. 
I attempted to code for as many potentially relevant themes as possible, producing a 
long list of different codes with corresponding collated data extracts. The next stage 
involved a re-focusing at the broader level of analysis by considering the relationship 
between different codes and how they might combine to produce overarching themes 
with subthemes. The question of ‘what counts as a theme?’ was an important issue 
that I considered. In particular, I took account of both the number of instances of the 
theme across the data as well as the extent to which it captures something important in 
relation to the research question. These two factors were often interlinked; however, 
when this has not been the ease, the decision necessarily relied on personal judgment 
rather than on quantifiable measures (Braun & Clarke, 2006).
A list of provisional themes was thus created which was then reviewed and 
cheeked against all coded data extracts to ensure they adequately captured the coded 
data and reflected meanings evident in the data set as a whole. It was at this stage that 
I considered the existing literature to help inform how themes might be further 
refined, combined, separated or discarded. By the end of this stage, I had produced a 
thematic ‘map’ of the analysis and had a clear sense of how the themes fitted together 
and the overall story they told about the data. Following this, I refined the specifics of 
each theme and assigned a name that captured the essence of what each theme was 
about. The final stage of the analysis involved producing a coherent and internally 
consistent account with accompanying narrative that related back to the research 
question. This involved the selection of vivid extract examples that captured the 
essence of and provided evidence for each theme, allowing the reader to evaluate the 
existence and interpretation of themes. To further aid transparency of the collection 
and analysis of data, I have included an interview transcript in the appendix
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(Appendix 7). The writing of the aeeompanying analytic narrative involved a constant 
moving back and forth between the descriptive and interpretative level, identifying 
both semantic and more latent meanings in order to produce a hermeneutically rich 
account.
Throughout the research process, I  have been aware o f experiencing strong emotional 
reactions, oscillating between feeling thoroughly critical and judgemental towards 
church-based therapists, to supreme admiration and respect. I  have regularly 
discussed and reflected upon my responses with others as a means o f considering how 
they may directly and/or indirectly be impacting the research and as part o f  my 
endeavour to be attentive and impartial to participants’ meanings. One palpable 
impact has been that these emotional reactions have enabled me to remain engaged 
and enthusiastic throughout the research process regardless o f whether I  wanted to 
glorify or denigrate church-based therapists through my study.
Analysis
The most prominent, common and central issue identified within participants’ 
accounts of the challenges associated with ehureh-based therapy was that of engaging 
in dual relationships. This concept was raised explicitly and/or implicitly by every 
participant without specific prompting by the interviewer and therefore can be 
confidently considered as representing participants’ own meaning-making. By way of 
illustration, in response to my opening question about his experience of working 
therapeutically with people in his own church congregation, Anthony responded:
Well, [ ] for me, I guess the thing that I am most struck by is the dual 
relationship challenge.
Given the centrality of the “dual relationship challenge”, I decided to narrow the 
reporting of themes to this aspect, excluding other potential additional themes. Three 
key themes, directly relevant to dual relationships, were discerned: ‘Justification fo r
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engaging in church-related therapeutic dual relationships*, ‘Challenges and risks 
fo r  the therapist o f  engaging in church-related therapeutic dual relationships ’ and 
‘Exclusions from  and management o f  church-related dual relationships’ (see Table
2 for overview of themes and sub-themes)
Table 2. Themes and Sub-themes
Themes Sub-themes
Justification fo r  engaging in 
church-related therapeutic 
dual relationships
iv. Need for justification in light o f the context o f  
disapproval
V. Dual relationships are impossible to avoid
vi. Dual relationships are potentially positive for  
clients
Challenges and risks fo r  the 
therapist o f  engaging in 
church-related therapeutic 
dual relationships
V. Therapists ’ role confusion and conflict
vi. Therapists ’ social, emotional and spiritual 
inhibition
vii. Use and abuse o f therapist
Exclusions from  and 
management o f  church- 
related therapeutic dual 
relationships
V. Exclusions from dual relationships
a. Individuals whom the therapist knows 
too well
b. Individuals who cannot cope with 
dual relationships
c. Mechanism o f exclusion
vi. Boundary-settings within church-related 
therapeutic dual relationships
a. Defining roles
b. Restricting relationships
vii. Therapist support and supervision
Themes have been italicised and emboldened and sub-themes have been italicised for the purposes o f  
clarity.
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Furthermore, I considered it important to focus on themes which offered new 
insights into the area and/or which were vital in contextualising participants’ accounts. 
On this basis, the first two themes will be examined in detail, whereas the third theme 
will only be presented in overview to allow greater attention to be given to the more 
novel and foundational themes. The following provides a synopsis of all three themes 
and a more detailed explanation for this analytic decision.
The first theme {Justification for engaging in church-related therapeutic 
dual relationships) captures participants’ rationale and/or motive for engaging in 
therapeutic dual relationships within this context. This theme provides the background 
and framework for participants’ perspectives. Moreover, it contributes to the current 
discussion around engaging in therapeutic dual relationships by providing an 
alternative (affirmative) ‘voice’. It was on the basis of these contextualising and novel 
aspects that this theme was considered important to analyse in detail.
The second theme {Challenges and risks for the therapist o f engaging in 
church-related therapeutic dual relationships) refers to the impact that engaging in 
dual relationships had on therapists themselves. This theme provides largely novel 
insights into the topic under consideration; partly because it raised issues which were 
specific to the church context, as opposed to all small/minority communities in which 
dual relationships occur. Moreover, while challenges and risks for clients arising from 
dual relationships have been well documented (e.g. Kitehner, 1988), the impact on 
therapists of engaging in such relationships has been afforded minimal attention. 
Therefore, I considered it essential to also report this theme in depth.
The third theme {Exclusions from and management o f church-related 
therapeutic dual relationships) draws together the varied strategies participants 
employed to avoid or limit difficulties arising from engaging in dual relationships. 
Although important, this theme reflects common concepts within the existing 
literature on dual relationships. Therefore, it did not provide novel insights, nor was it 
essential in contextualising accounts. Consequently, it will only be presented in 
overview form as opposed to being reported in closer analytic detail.
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15Justification for engaging in church-related therapeutic dual relationships
Rather than participants assuming their engagement in dual relationships was 
acceptable therapeutic practice, all participants provided reasons and rationalisations 
for doing so. This is perhaps unsurprising given that their practice occurred within a 
context of perceived or actual disapproval from individual practitioners and/or the 
profession in general.
Needfor justification in light o f the context o f  disapproval
Perception of widespread disapproval appeared to be in the minds of many 
participants who referred to this explicitly. For example, Karen stated that:
Dual relationships in counselling is such a taboo area, I mean it’s like 
swearing isn’t it? I remember as a student feeling thoroughly under 
attack by admitting that I knew people that I counselled. (Karen)
Here, Karen refers to the ‘general’ disapproval of dual relationships being “taboo” “in 
counselling” as well as to an experience of encountering such disapproval first hand 
when she was a student. She portrays engaging in dual relationships as a guilty secret 
that she has to “admit” to and which results in negative consequences (“feeling 
thoroughly under attack”). Almost all other participants reported similar experiences 
of fellow practitioners disapproving of their engagement in chureh-based therapeutic 
dual relationships.
Given participants’ personal experience and awareness of disapproval, 
“admitting” to their engagement in dual relationships as part of their participation in 
this research may have been experienced as a risk to their image of professional 
competence. As a consequence, it could be speculated that the ensuing justification
In the quotations presented in the analysis, square brackets [ ] indicate where material has been 
omitted or added for clarification purposes, although care was taken not to alter the participants’ 
meaning.
196
Research Dossier
may be based less on judicious and critical thinking about dual relationships and more 
as a means of upholding (before me as interviewer and trainee practitioner) a morally 
defensible practice ethic by asserting the more favourable and eonstructive aspects of 
engaging in dual relationships. Nonetheless, it remains important to consider the 
content of their arguments when evaluating the merit of their justification for engaging 
in dual relationships.
Dual relationships are impossible to avoid
A prominent aspect of participants’ justification of engaging in dual relationships was 
the notion that such relationships are impossible to avoid. For example, Anthony 
emphasises this idea by definitively stating the impossibility of practicing 
therapeutically from a prohibitive stance:
If I was militant about avoiding dual relationships then I wouldn’t be a 
therapist. I couldn’t be.
He went on to support his position by providing an example of a dual relationship 
occurring within a non-chureh-related context.
I had a fantastic supervisor in the NHS [who] talked about bumping into 
one of her clients in the gym, neither of whom had anything to do with 
the church but [ ] does that mean neither of them should go to the gym? 
So the only place you can go is to work and home and you shouldn’t 
probably look out of the car window. And if you go by bus then you’ve 
got a problem.
His choice of illustration involving a “supervisor in the NHS” could be seen as a 
means of emphasising his point by conjuring up an image of someone who is
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experienced and established and yet has engaged in a dual relationship. The parodie 
undertone evident in his reasoning (that therapists should not even look out of a ear 
window if they are to avoid dual relationships) also ealls attention to what he sees as 
the absurdity of adopting a rigid, prohibitive stance.
Other participants used similar means of drawing attention to the 
unavoidability and inevitability of dual relationships by providing personal examples 
of dual relationships within non-church-related practice:
I met an ex-client when I’ve gone into the local shop and I’d gone to 
pay for my goods and she was serving at the counter. [ ] So I think the 
sheer nature of [ ] running a counselling service within the local 
community -  it’s inevitable that there will be some dual relationships. 
(Lilly)
Lilly’s example refers to her local community based within a small town, which could 
be conceptualised as paralleling a church community. If so, then her conclusion that it 
is “inevitable that there will be some dual relationships” defends and validates her 
engagement in ehureh-based dual relationships. However, the infrequent and brief 
‘chance’ encounters that Lilly describes occurring as a result of therapeutic work in 
her local community, could be seen as widely divergent from the recurring and 
habitual encounters that are likely to occur within church-based therapeutic practice. 
Nonetheless, despite potential differences, participants’ frequent reference to and 
examples of dual relationships occurring in other settings serve to normalise the 
notion of dual relationships by alerting us to the fact that this is a typical part of 
everyday practice.
In addition, a number of participants referred to professional codes of conduct 
which offer guidelines on managing dual relationships. This could similarly be seen as 
a reminder that dual relationships are expected and anticipated within standard ethical 
practice. For example:
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Even the BACP have offered guidelines on managing dual relationships. 
(Rachel)
It’s actually much less clear cut -  BACP’s code of ethics [ ] -  they are 
not trying to be black and white because they realise life is not like that. 
(Ellen)
Ellen’s use of the word “trying” could be seen as implying that being unequivocal on 
the issue of dual relationships is something that can be attempted but is ultimately 
unachievable. Moreover, the wisdom she attributes to “not trying to be black and 
white” about dual relationships on the basis of life not being “like that” insinuates that 
those who are “clear cut” on the issue have difficulty accepting and living with the 
paradox, complexity and ‘greyness’ of life. On a more general note, given dual 
relationships have been associated with the impairment of professional and elinical 
judgment (Kitchener, 1988), participants’ explicit reference to professional codes of 
ethics may also serve as attempts to fend off such criticism by demonstrating an 
awareness of and adherence to current guidelines.
Although emphasising the unavoidability of dual relationships, such 
inevitability does not indicate that engaging in dual relationships should be aetively 
adopted or promoted within therapeutie practice. This is perhaps why many 
participants also spoke of the positive aspects of dual relationships over and above 
their inevitability, thus providing a seeond, more affirmative argument in favour of 
engaging in such relationships as part of ehureh-based therapeutic work.
Dual relationships are potentially positive for clients
The extra-therapeutic encounters that occur as a consequence of engaging in dual 
relationships supply additional information to both elient and therapist on each others’ 
lives and ways of being outside the therapy room. Participants described various ways
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that this additional information enhanced the therapists’ assessment and formulation 
of the elient as well as the therapeutic process and relationship. For example:
There is an advantage in your own ehurch because [ ] you have some 
knowledge of people [ ] when people first come. (Miranda)
I’ve seen clients in different settings, which has actually helped quite 
positively the therapeutic process [ ] For example I’ve seen different 
behaviours with them that we’ve been able to talk about in the 
therapeutic relationship. (Lilly)
Lilly went on to explain how such additional knowledge aided the therapeutic process 
by offering an example of a client who appeared very withdrawn in the therapy room. 
This was in stark eontrast to how she has seen her engage socially in a church-setting. 
Consequently, Lilly described how they
were able to talk about why that happens and [ ] as a result of that we 
ehanged the way we actually sit in the therapy room [ ] we adopt a 
much more relaxed setting which she can talk in [ ] whereas if I sit 
formally [ ] she finds it very very difficult.
It was not just the therapists’ additional knowledge of the client that was seen as a 
positive aspect of dual relationships; clients’ knowledge of the therapist was also 
highlighted as of benefit. Many participants described how clients’ prior knowledge of 
the therapist strengthened the therapeutic bond and promoted the establishment of the 
therapeutic alliance:
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Therapeutic alliance is really really important. Half of that battle has 
already been won if they know you. (Jane)
However, it was the notion of client choice and preference that participants’ identified 
as central to their decision to engage in the dual relationship. Given that upholding 
elient-ehoiee is an essential aspect of promoting and respecting autonomy (autonomy 
being one of the basie prineiples underlying professional eodes of ethies) it is perhaps 
unsurprising that client choice was invoked as part of participants’ justification for 
engaging in church-related therapeutic dual relationships. For instance:
People say it is because you’re from the same ehurch that I want to 
come to you, so it’s pretty much their choice. (Anthony)
The most common reason given for clients’ preference to see a therapist within their 
own eongregation was because of the shared spiritual stance:
It might feel more comfortable going to someone who at least you know 
the face of, and some people want to speak to me because I am a 
Christian as well, and that gives people some confidence that if they 
want to talk about a faith issue that I understand where they’re coming 
from. (Jane)
Thus, participants portrayed clients’ perception of church-based therapeutic dual 
relationships as desirable and appealing.
As well as discussing the importance of the therapists’ spiritual beliefs for 
clients, participants also described how their own spiritual beliefs provided a further 
motivating factor for engaging in church-based dual relationships. For example, Vera 
explained that:
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In the Christian church we should be there for each other and we 
should, within the Christian family, provide a lot of emotional support 
for one another.
The repeated use of the word “should” emphasises her sense of the duty to care for 
fellow congregation members, whieh she understands as expected within the 
“Christian ehurch”. This duty of care demands that she provide “emotional support” to 
eo-members which is likely to include the provision of therapy at times. Similarly, 
Jonathan emphasises the responsibility to care for ehurch-members who are in need:
If you start with a counsellor head on [ ] you ean make the logical error 
of [ ] saying ‘Well they work with sloppy boundaries don’t they?’ If 
you start with a pastoral care head on you face a different question. You 
say here I meet someone in need. Why if I am a counsellor would you 
not attempt to meet that need?
Although eontributing to a justifieation for engaging in ehureh-based therapeutic dual 
relationships (and being aware of the need to do so in the face of critics saying “they 
work with sloppy boundaries”), Jonathan does so by negating the need to defend his 
practice. Instead, he explains that looking at it from an alternative perspeetive (that of 
a pastoral carer), it is those practitioners who do not engage in dual relationships who 
need to justify their deeisions.
As shown, participants emphasised the value and positive potential of 
engaging in therapeutic dual relationships within the chureh context and thus provided 
a justification for doing so. However, they also described signifieant challenges and 
struggles that they faced as a result of engaging in such church-based therapeutie dual 
relationships.
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Challenges and risks for the therapist o f engaging in church-related therapeutic 
dual relationships
Whilst often eonsidering the impact that engaging in therapeutic dual relationships 
within this context had on their elient, participants also described the impact that 
doing so had on themselves. In partieular, a number of difficulties that therapists 
experienced as a result of engaging in dual relationships were highlighted, the most 
eommon being eonftision and/or eonflict regarding the precise nature and boundaries 
of their role.
Therapists ’ role confusion and conflict
Many participants described experiencing confusion regarding the different roles or 
relationships they held in relation to their elients. For example, Ruth explained that
Generally it’s difficult to um, differentiate between being a vicar’s wife 
and being their counsellor.
Although all partieipants had the experience of holding the dual role of therapist and 
chureh-member in relation to their clients, most participants described additional roles 
they held, such as being a church leader, preacher, or in Ruth’s case, a vicar’s wife. 
Therapists’ role confusion seemed to result from these additional or dual roles either 
being too similar, thus making it hard to separate them, or being too different, 
resulting in eonfliet between the roles.
For example, Ruth’s statement above implies that there is an overlap between 
the roles of “being a vicar’s wife” and “being their counsellor” which makes it hard to 
distinguish between the two. This perhaps relates to the fundamental issue of the 
blurring of boundaries between the therapeutic and pastoral-care role whieh was eited
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by others as a source of their role eonfusion. For example, Ellen posed the following 
rhetorical question when deseribing the confusion surrounding her role:
I think [it] is an issue of what is pastoral care and how is it different to 
eounselling?
Although this could be seen as a souree of confusion for both therapist and client (as 
well as the church congregation and leadership), others personified this eonfusion over 
roles as a particular difficulty for the therapist:
When you are working with people in churehes who you have spiritual 
oversight for as well as psychological support, if you’re not careful you 
can get quite confused, you are not really quite sure what you should be 
doing in eertain scenarios. (Jane)
Jane describes the two roles she inhabits in distinet terms: the “spiritual” role includes 
elements of responsibility and guidance (as suggested by the description of having 
“oversight”) whereas the “psychological” role is less directional and more facilitative 
(as implied by “support”). While it could be argued that such confusion is the result of 
an overlap between these spiritually- and psyehologieally-related roles, it is a more 
persuasive reading that Jane’s confusion is the result of the fact that these different 
roles may call for the therapist to ‘do’ different things “in certain scenarios”.
Furthermore, five participants gave examples of conflict they had experienced 
between the responsibilities inherent in their therapeutic role compared to their other 
chureh-related roles. For instance, Karen described a eommon situation of role 
eonfliet between her therapeutic role and her leadership role:
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If I’m seeing someone in the same church, to who am I responsible? 
Am I responsible to the client with confidentiality or am I, I’m paid by 
the chureh and am on the leadership team? [ ] So they may be in a 
meeting making a decision about who could lead something [ ] and they 
might suddenly say to me ‘Oh you know so and so -  what do you 
think?’ [ ] I will have an opinion on it but should I give that opinion?
Karen’s confusion is evident in her speeeh as we see her weighing up the different 
obligations associated with her dual roles. Moreover, she poses questions to herself 
which she does not answer, perhaps implying that a resolution to this eonflict is not 
easily achievable but presents an ongoing dilemma as she engages in ehureh-related 
therapeutic dual relationships. Such conflict over elient confidentiality could be 
viewed as a challenge to the very integrity of the therapeutic endeavour, presenting an 
ethical dilemma with which therapists in this context must wrestle. However, Karen’s 
use of the word “suddenly” when describing how this conflict presents itself indicates 
that sueh dilemmas may be diffieult to antieipate.
On a separate note, Karen’s distinction between herself (“I”) and the rest of the 
team (“they”) picks up on a repeated idea evident in other accounts of the therapist 
being in some way alone, isolated, or set apart from the rest of the chureh 
congregation as a result of engaging in therapeutie dual relationships within the 
church context.
Therapists ’ social, emotional and spiritual inhibition
This notion of isolation was addressed more specifically by other participants who 
referred to the impact that engaging in therapeutie relationships with congregation 
members had on their social and spiritual well-being within their ehureh context. For 
example, Mary explains that:
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You become very much the wild goose, flying the edges of church and 
it is lonely [...] I try to be wall-paper really, [...] to be present but not be 
noticed.
Mary’s use of imagery is emotive and poignant as she depicts her experience of being 
excluded from the ‘flock’, indicating that she is in some way different from the 
majority, socially isolated, eausing her to feel “lonely”. Rather than having this 
identity inherently, Mary describes that this as something she has “become” as a result 
of adopting the additional therapeutie role within chureh. It seems her response to 
becoming the “wild goose” is to “try to be wall-paper” -  to be anonymous, to fade 
into the background and in a sense, to become more social inhibited.
In addition to beeoming socially inhibited, a number of other participants 
described what eould be termed as spiritual inhibition as a consequence of engaging in 
ehureh-based therapeutic relationships. For example, when reflecting on the impact 
that this had on her spiritual well-being, Ellen explained that
There was a sense [of] would I feel free to go forward for prayer if I 
wanted to, without making them feel more vulnerable? So there was 
some sense of would I? Could I?
Although not stating definitively, Ellen is aware that being a therapist to members of 
her own congregation endangers her own spiritual freedom and expression within 
ehurch. It appears that it is her therapeutie concern and responsibility for what would 
be beneficial or detrimental to her clients’ psychological well-being (what would 
make “them feel more vulnerable”) that potentially undermines her own spiritual well­
being.
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Similarly, Karen states:
I’m certainly very aware that for me as a counsellor [ ] means that the 
risk is that I can’t be congruent within my own church community, so 
church perhaps doesn’t become a safe place for me and do I want that? 
Can I live with that long term? Where do I get my needs met?
Although beginning with a confident statement (“certainly very aware”), as Karen 
continues to think through the implications she beeomes more tentative and 
questioning in her speech (using words such as “perhaps”). She questions the 
desirability and sustainability of being a therapist within her own ehurch community 
and the absence of an answer suggests that this remains an ongoing issue.
In addition to experiencing confusion and conflict over their various roles and 
being socially, spiritually and/or emotionally inhibited, participants also strikingly 
described being at risk of use and abuse as a result of engaging in therapeutic dual 
relationships within their chureh.
Use and abuse o f therapist
Identified in over half of participants’ accounts were personal stories of feeling 
exploited or misused either by the church leadership, congregation or elients as a 
direct result of their engagement in ehureh-based therapeutic dual relationships. For 
example, Jane explained that:
you can be very over-abused [ ] you are at their beek and eall whenever 
they have somebody who is a bit distressed and you can get phone calls 
in the middle of the night.
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Jane conveys the intensity of her perceived mistreatment by describing it as “abuse”. 
She describes a danger of her professional and personal boundaries being 
transgressed, which took the form of receiving work-related phone calls “in the 
middle of the night”. However, the blurring of the social/personal with the 
therapeutie/professional boundaries could be seen as a eentral facet of engaging in 
church-based therapeutic dual relationships.
Furthermore, while Jane’s example seems to refer to the church leadership or 
congregation in general (as indicated by her description of “when they have somebody 
who is...distressed”), participants relayed experiences of being misused or abused by 
their elients. One of the more disturbing examples was provided by Karen who 
deseribed a particular client who:
systematieally visited [ ] every other person in the ehureh and would 
basieally say I wasn’t treating her very well [ ] And I had other women 
in the chureh phoning me up and saying [ ] what are you doing? And 
because I was bound by eonfidentiality there was nothing I could say by 
way of explanation [ ] But she wasn’t bound by confidentiality. That’s 
the other aspect of dual relationships isn’t it that we talk about abuse of 
the client but we don’t talk about.. .1 felt stalked actually.
Karen’s experience was of being personally intruded upon (“I felt stalked”) and 
abused by her elient. She describes how her therapeutic responsibility of maintaining 
confidentiality restricted her ability to protect or explain herself to other congregation 
members and her depiction of being “bound” emphasises her sense of powerlessness. 
Moreover, her own words (or lack thereof) express eloquently the importance of 
attending to this aspect of church-based therapeutie dual relationships: she fails to 
complete her sentence “we talk about abuse of the client but we don’t talk about...” 
with the expected words “abuse of the therapist”. Although her experience is related to 
a particular client and specific situation, she identifies that it was the dual relationship 
whieh was central to her experience of abuse, thus demonstrating clearly the
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significant risks to the therapists when engaging in therapeutic dual relationships in 
this eontext.
Having begun to find  my own analytic voice within the qualitative research context, I  
deliberately chose a methodological approach which would further support this 
process o f discovery. In particular, the flexibility o f  thematic analysis provided space 
to creatively play with analytic possibilities and further develop my identity as a 
researcher. This has been a crucial part o f  my journey towards becoming a 
counselling psychologist as I  have searched, researched and researched for my own 
voice both therapeutically and analytically. More specifically, through both the 
current and previous research studies, I  have begun to forge an approach which 
invokes relevant psychological interpretative resources and oscillates between 
attending to participants’ meaning making on their own terms and (quasi-) 
constructionist observations about their language use and impact o f their social 
context. I  feel this ‘style ’ enables me to capture the richness and depth o f meaning 
without losing a sense o f participants ’ expressed intention.
However, the fact that I  have been able to adopt this style o f  analysis under the 
titles o f  both IP A and thematic analysis raises questions about the similarity o f these 
two methods. Although Braun & Clarke (2006) have argued that thematic analysis is 
an approach in its own right, others have characterised it as a tool that is used within 
different approaches, including IP A (e.g. Boyatzis, 1998). Whilst I  am sympathetic to 
this latter view and have experienced this to be the case in many ways, I  have also 
been aware o f significant differences in practice, between the current methodology 
and IP A. The most significant difference I  have experienced is the contrast between 
analysing and identifying themes across accounts in thematic analysis, as opposed 
adopting a more idiographic approach when using IP A. This materialised both in the 
initial and later stages o f analysis. For example, in the current study my primary 
concern during the beginning stages, was the importance o f  familiarising myself with 
all accounts simultaneously. This was in contrast to last year, where I  endeavoured to 
study each participant’s account in detail before moving onto examine others. 
Moreover, when identifying and deciding on themes in the present study, I  placed 
greater emphasis on those themes which recurred across the data set and did not 
attend to individual variation as actively as I  did using IP A.
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Exclusions front and management o f church-related therapeutic dual relationships
Throughout accounts, participants described a variety of strategies they employed to 
avoid or limit the difficulties arising from engaging in dual relationships within this 
context. As mentioned above, this theme will only be presented in overview form. 
However, the reader is directed to Appendix 8 for further illustrative quotations and 
existing sources which discuss similar ideas (see Gabriel, 2005; Gabriel & Davies, 
2000).
All participants noted that there would be some exclusions from dual 
relationships. In particular, participants spoke of not engaging therapeutically with 
individuals whom the therapist knows too well:
I have always said I will never see somebody who I know, either a 
friend or somebody who I have regular contact with (Ellen).
Individuals who cannot cope with dual relationships were also described as being 
excluded from church-based therapy, such as those who had “attachment issues”, were 
too “deeply wounded” or who had “difficulty understanding boundaried 
relationships”:
People said ‘would I see her?’ And I said I wouldn’t for these reasons - 
that I eould tell that holding boundaries was very difficult for her [and] 
that was going to be more harmful to her. And also to me. (Miranda)
With regards to the mechanism of exclusion, client self-selection and the initial 
assessment were highlighted as important for determining who would be unsuitable to 
be seen within this context:
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There are one or two people who would have found it incredibly 
difficult if we had encountered each other in another place [ ] but [ ] by 
self-selection they would never have chosen to come to a counsellor or 
therapist within their own congregation. (Vera)
I think the assessment of the person I have learnt is pretty critical 
(Karen)
Nonetheless, when participants did decide to engage in a therapeutie dual relationship, 
the importance of boundary-settings was noted as a central means of managing it 
ethically. This took the form of explicitly discussing and defining roles for therapist 
and client in the ‘therapy room’ in contrast to the ‘church setting’:
I will say [ ] if we meet outside the eounselling room then we are just 
equal members of the same church [ ] but we are not a counsellor and a 
client anymore (Lilly)
To aid the definition and distinction between different roles, participants also 
described restricting relationships and contact in church (for example by avoiding 
attending the same small-group gatherings) or restricting their therapeutic relationship 
(for example by limiting the length of therapeutic contract to short-term work):
I go and sit somewhere at the prayer gathering and someone [ ] comes 
[who] is a client and I have to dig my husband in the ribs and say ‘we’re 
gonna move’. (Rachel)
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I don’t want to get into a long term therapeutic relationship because I 
think you are more likely to get the muddying of the boundary within 
ehurch life (Jane)
Over and above all strategies partieipants identified for managing dual relationships, 
therapist support and supervision were repeatedly referred to as essential:
With something as complex as dual-relationships I think that you, it ean 
be navigated but it needs very good and eareful supervision (Karen)
Discussion
The present study embodies an initial investigation into the potential ethical 
challenges faced by church-based therapists and, in particular, the perceptions and 
challenges of engaging in therapeutic dual relationships within this context.
Before discussing the implications of the present study, it is worth first 
reflecting on eertain methodological issues that must be considered when evaluating 
the findings. In partieular, the sample cannot be seen as representative of all church- 
based therapists and therefore application beyond this group must be made tentatively. 
Although achieving a representative sample was not the intended aim nonetheless, the 
sample was predominantly female, exclusively Caucasian and although participants 
came from a variety of chureh backgrounds, there remain many other perspectives yet 
to be investigated.
However, the focus on a British sample distinguishes this study from other 
research conducted in the USA on ehureh-based therapy. Furthermore, exploring dual 
relationships occurring within a church context also distinguishes this study from 
research investigating dual relationships in other settings. Given that most discussion 
and debate around dual relationships has focused almost exclusively on the extent to 
which clients may or may not be harmed (Haeger, 1993, as cited in Clarkson, 1994, p.
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36), the attention given in the present study to the potential of harm to the therapist 
can also be regarded as an important and novel contribution to the field.
Overall, this study adds to the current debates regarding whether dual 
relationships are therapeutically viable, ethical and beneficial or inherently detrimental 
by providing an understanding of ehureh-based therapists’ justifieation for engaging in 
therapeutie dual relationships. It also alerts ehureh-based therapists (or potential 
therapists) to the risks and challenges they face, supporting them in developing a 
reflective approach to such issues.
Central to participants’ justification of engaging in therapeutic dual 
relationships was an emphasis on client choice. While this eould be viewed as 
respecting and enabling client autonomy, few would disagree that the moral 
responsibility and duty of care lies with the therapist (Gabriel, 2005). Therefore, a 
justification for engaging in dual relationships based on client choice could be 
perceived by critics as an evasion of therapeutie responsibility. It also raises the 
question of how much clients understand about the challenges involved in engaging in 
therapeutie dual relationships. In fact, research has indicated that although clients may 
consent, they might not have understood the implications of entering a dual 
relationship (Gabriel, 2008). This highlights the importance of therapists thoroughly 
educating clients about therapeutic dual relationships before engaging in therapy as 
well as perhaps monitoring and regularly reviewing the clients’ experience of 
engaging in a dual relationship throughout therapy.
Although participants emphasised other positive aspects for the client of 
engaging in a dual relationship (including facilitating the development of the 
therapeutic relationship and providing richness and depth to the therapeutic process), 
an investigation of clients’ own perception and experience of such dual relationships 
is needed to confirm this. Studies investigating dual relationships in other settings 
however, do confirm the notion that elients experience dual relationships as aiding 
trust and the establishment of a working alliance (Gabriel, 2005).
In contrast to the positive potential of dual relationships for clients, the 
capacity for role conflict and risk to therapists’ well-being was highlighted. While 
such challenges could be seen as applying to other contexts where dual relationships
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occur, some appeared to be specific to the ehureh context. In particular, therapists’ 
difficulty distinguishing between the therapy and pastoral-care role could be 
understood as a spécifié challenge for ehureh-based therapists. The expectation of 
emotional and spiritual care for one another within the ehureh congregation is likely to 
add further confusion to the boundaries of the therapist’s role in comparison to other 
minority communities where there is perhaps less emphasis or expectation of mutual 
care. Developing a clearer theoretical and personal understanding of the distinction 
between boundaries of the therapeutic role compared to the pastoral role would aid 
therapists’ management of dual relationships. Moreover, role confusion and conflict 
could be reduced by therapists clarifying with their ehurch employers their therapeutie 
obligations with regards to eonfidentiality.
Furthermore, the risk to therapists’ social, emotional and/or spiritual 
expression and possibility of therapist ‘abuse’ draws attention to the potentially 
significant negative impact on the therapist’s well-being as a result of engaging in 
dual relationships within this context. This confirms research looking at dual 
relationships in other contexts which indicate that they are potentially harmful to the 
therapists (Gabriel, 2005). The reality of such risk points to the importance of the 
therapist developing ways of ensuring and protecting their own 
emotional/spiritual/psychological well-being.
More generally, it has been argued that support and protection for therapists 
has been seriously neglected within the profession (Clarkson, 1994). As a result, a 
type of ‘defensive psychotherapy’ has emerged where it has become more important 
to avoid error and protect oneself from potential lawsuits than it has been to consider 
what would be of benefit to the client. It could be argued that church-based therapists, 
who are willing to risk the loss of their own well-being and enter into complex dual 
relationships with the intention of helping clients, are resisting such defensive practice 
and therefore perhaps more soundly adhering to the spirit and principles of ethical 
codes than are those who would call for a ban on all such ‘unethical’ dual 
relationships. However, good intentions do not guarantee good practice and therefore 
the continued exploration of how therapists ethically negotiate dual relationships 
would be useful for developing ‘best practice’ guidelines for church-based dual 
relationships.
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Obtaining appropriate and skilful supervision, in which supervisor and 
therapist ean discuss church-related practice, would inevitably form part of sueh 
recommendations for practice. Indeed, the importance of consulting with supervisors 
whenever a role eonflict arises is emphasised in the Division of Counselling 
Psychology’s Professional Practice Guidelines (2008). A firm foundation of quality 
training and ongoing professional growth and development is also likely to be an 
essential part of ensuring reflective and ethical practice and as a consequence, it is 
difficult to imagine that the complex dynamics of church-based therapeutic dual 
relationships would be possible to negotiate with minimal training or experience.
Many of the findings from this study can be applied to other contexts in whieh 
therapeutic dual relationships occur (such as rural and small communities), 
contributing to a greater understanding of the benefits and challenges associated with 
this practice. Moreover, participants’ emphasis on the unavoidability of dual 
relationships contributes to the increasing acknowledgment of the inevitability and 
acceptability of dual relationships. Indeed, whether dual relationships are planned and 
desired or unexpected and unwelcome, it seems timely and legitimate to aetively 
consider how to best manage dual relationships for protection of both the elient and 
therapist (Gabriel, 2005).
While there is a clear need for further research to understand the complexity of 
dual relationships, this study has begun an exploration into the potential positives and 
pitfalls of dual relationships occurring within church-based therapy. This will 
hopefully further equip ehureh-based therapists to guard against such pitfalls and help 
those eonsidering ehureh-based practice to weigh up the benefits and costs of doing 
so. Furthermore, this study contributes to the development of a reflective approach to 
dual relationships within the profession more generally, helping practitioners to avoid 
the potential traps of “an unthinking and excessive legalism or...an unthinking and lax 
approach to therapeutic boundaries” (Lynch, 1999, p.92).
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Joanna Jackson
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Dear Joanna
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Thank you for your submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given favourable 
ethical opinion.
If there are any significant changes to this proposal you may need to consider 
requesting scrutiny by the Faculty Ethics Committee.
Yours sincerely 
Dr Adrian Coyle
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Appendix 2. Development of inclusion criteria
Original inclusion criteria
Inclusion criteria for the study were originally stated as follows:
‘Participants will be limited to Clinical or Counselling Psychologists, Psychotherapists 
or Counsellors registered with the appropriate governing body^^ who are employed by 
their chureh to offer psychological therapy to other congregation members.’
However, after beginning recruitment I deeided to amend the inelusion eriteria to 
allow the inelusion of all partieipants for whom the researeh question is pertinent. This 
doeument provides a reminder of the speeific aims of the researeh followed by the 
rationale for amending the requirements for inclusion of participants and concluding 
with a revised statement of the inelusion eriteria.
Research Question
The aim of the present research was to explore the potential ethical challenges faeed 
by ehureh-based therapists^In partieular, this study aimed to examine therapists’ 
pereeption and management of the ethieal challenges arising from the existenee of 
dual relationships, as well as other potential ethieal faetors, assoeiated with their 
eontext of work.
Rationale for amending inclusion criteria
Chureh-based therapists ean be defined as secularly trained therapists who are 
employed by their ehurch to offer psyehologieal therapy to other eongregation 
members. More specifieally, ehureh-based therapy ean be distinguished from pastoral 
eare by presenee of the following elements:
> A eontraetual agreement made between therapist and elient.
Governing bodies include the British Psychological Association (BPS), the United Kingdom Council 
for Psychotherapy (UKCP) and the British Association o f  Counselling and Psychotherapy (BACP).
In this statement the term ‘therapist’ is used generically to refer to anyone with responsibility for the 
provision o f  counselling or psychotherapy-related services. The term ‘client’ is used as a generic term 
to refer to the recipient o f  any o f  these services. The client may be an individual, couple, family or 
group.
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> The application of secular practices of therapy.
>  An adherence to a secular Code of Ethics and Practice for therapists.
To ensure the existence of the above elements and substantial training in secular 
psychological practices, it was proposed that participants would be limited to 
practitioners accredited and registered with an appropriate governing body (including 
the BPS, UKCP and BACP).
However, on beginning recruitment it became clear that potential participants had a 
variety of training backgrounds and accreditation/registration status. This is not 
surprising given job expectations and qualification requirements in church ministry 
are often poorly defined (Craig, 1991) particularly in the area of church-based therapy 
which exists as an emerging phenomenon rather than an established practice in UK 
churches. Consequently, some churches have no accreditation requirement when 
employing church-based therapists. Moreover, at present there exists no legal 
qualification or accreditation requirement to practise as a therapist in the UK (BACP, 
2009). It was therefore not surprising that some church-based therapists were not 
accredited or registered with a secular governing body despite having received 
substantial secular psychological training, be applying secular practices of therapy and 
adhering to a secular Code of Ethics and Practice.
Given the reality of this situation it was deemed reasonable to broaden the inclusion 
criteria by removing the necessity for participants to be accredited and registered with 
an appropriate governing body. However, to maintain a distinction between church- 
based therapists and those providing more general pastoral care, as well as to ensure 
participants had substantial training in secular psychological practices, a number of 
further, more specific inclusion criteria were established.
Additionally, the original inclusion criteria stated that participants must be employed 
by their church to offer psychological therapy to other congregation members. It 
became apparent on beginning recruitment that further clarification was required for 
what constituted ‘employment’. While some church-based therapists are recognised 
staff members and receive a salary from the church for their therapeutic work, many 
churches cannot afford to do so. As a result, some church-based therapists are not 
officially employed by the church although are given a designated role to provide
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psychological input to congregation members. Therefore, criteria regarding church 
employment were clarified to encompass the formal and less formal type of 
employment of church-based therapists, whilst ensuring that such therapy exists as a 
recognised part of their church’s ministry.
Taking account of the aforementioned factors as well as the remaining criteria, the 
inclusion requirements were revised as follows.
Revised inclusion criteria
Participants must:
• Have received training at least to diploma level in secular practices of 
psychological therapy.
• Adhere to a secular Code of Ethics and Practice for therapists (including BPS, 
BACP and UKCP Code of Ethics).
• Establish contractual agreements as part of their therapeutic work with clients. 
Apply secular practices of therapy in their work with clients.
Belong to the same church congregation as their clients.
Be approved, recognised and authorized to conduct therapy with congregation 
members by their church leader.
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Appendix 3. Interview schedule
1. How did your post develop?
2. What has it been like working therapeutically in this setting?
3. Can you describe any particular challenges you have encountered in your 
practice?
4. (If not already discussed) What (if any) have been the ethical challenges you 
have experienced in working in this role?
a. Examples?
b. Anv other ethical challenges? (e.g. loyalties, confidentiality, role
confusion)
c. Any situations when an ethical boundary might be crossed or violated?
d. (If not already discussed) Some therapists have understood the dual­
relationships that occur when working therapeutically with people who 
are also fellow-member s of the church congregation, to present 
particular challenges. What is your perspective or experience of this?
5. How have you managed the ethical challenges you have encountered (if any)?
a. Examples?
b. Any other strategies/approaches to managing these ethical challenges?
c. (Any proactive steps to avoid ethical violations?)
6. What concepts or factors (if any) did you take account of when considering 
how to manage these ethical challenges?
7. Is this an area where you feel equipped? Have you received training/guidance 
in how to handle ethical challenges?
8. What have been some of the benefits you have encountered working in this 
role (if any)?
a. Examples?
9. (Summarise main issues covered.) Is there anvthing further you would like to 
add before we finish?
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Appendix 4. Information sheet for participants
UNIVERSITY OF
SURREY
Information Sheet for Participants
Background to the study: Many Christians will often request help from a professional
in their own church congregation whom they already know and trust. Some churches, 
responding to such a demand have begun to employ secularly trained therapists, who are 
members of the church, to offer psychological therapy to other congregation members.
Therapists have described various ethical challenges of working therapeutically with fellow- 
congregation members (as well as benefits) but there is little research in this area. Therefore, I 
am planning to explore potential ethical challenges faced by church-based therapists which 
will help to develop evidence-based ‘best practice’ guidelines for this increasingly common 
kind of therapeutic context.
Who can participate? I am looking for people who:
• Have received training at least to diploma level in secular practices of psychological 
therapy.
• Adhere to a secular Code of Ethics and Practice for therapists (including BPS, BACP 
and UKCP Code of Ethics).
• Establish contractual agreements as part of their therapeutic work with clients.
• Apply secular practices of therapy in their work with clients.
• Belong to the same church congregation as some of their clients (either in the present 
or past).
• Be approved, recognised and authorized to conduct therapy with congregation 
members by their church leader.
What would participating involve? Participating in this study would involve taking part
in a one hour interview with me at a time and location that is convenient to you. I will be 
asking you to share your experience of your role, of any ethical challenges that you have 
encountered in your practice and how you practically managed such challenges (if there were 
any).
On the day of the interview I will give you this information sheet to keep. I will ask you to 
sign two consent forms and to complete a very short questionnaire (that will ask for 
demographic and other background details). You are not obliged to answer all the questions 
and you are free to stop the interview or withdraw from the study at any time, without having 
to justify yourself.
Each interview will be audio-recorded and then transcribed by me but identifying details will 
be altered to preserve confidentiality. All information which is collected during the course of
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the research will be kept securely and treated as strictly confidential. The data collected from 
the interviews will be written up and submitted for my Doctoral course and also possibly for 
publication. You are welcome to ask for a copy of the final written report.
Questions and concerns: If you have any questions, concerns or complaints regarding
any aspect of the research, please do not hesitate to ask me (in person or by email -  
j.jackson@surrey.ac.uk). Alternatively, you may contact my supervisor Dr. Adrian Coyle by 
email (a.coyle@surrey.ac.uk).
Thank you very much for your time.
Joanna Jackson
Counselling Psvchologist in Training
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Appendix 5. Background information questionnaire
UNIVERSITY OF
SURREY
Background Information Questionnaire
The following information is collected is order to inform the readers of the final report more 
about those who have taken part. However, this information will be kept confidential and will 
not be used to identify you.
1. How old are you?
2. What is your gender?
3. How would you describe your ethnicity?
Choose one section form (a) to (e) then tick the appropriate box to indicate 
your cultural background.
(a) White
British □
Irish □
Any other White background (please specify)______________
(b) Mixed
White and Black Caribbean □
White and Black African □
White and Asian □
Any other mixed background (please specify)
(c) Asian or Asian British
Indian □
Pakistani □
Bangladeshi □
Any other Asian background (please specify)
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(d) Black or Black British
Caribbean □
African □
Any other Black background (please specify)
(e) Chinese or Other ethnic group
Chinese □
Any other background (please specify)
4. What are your professional qualifications?
5. How would you describe your therapeutic stance (i.e. the model you work from)?
6. How long have you been practising as a psychologist / psychotherapist / counsellor?
7. What is/are the context(s) in which you conduct your therapeutic work?
8. How long have you been/were you working therapeutically with members of your 
church congregation?
9. What location do/did you conduct your therapeutic work with members of your 
church congregation from?
10. Please describe briefly your spiritual or religious stance (including denomination).
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Appendix 6. Consent form
UNIVERSITY OF
SURREY
Consent Form
I the undersigned voluntarily agree to take part in the study on how therapists 
respond to spiritual differences in psychotherapy.
• I have read and understood the ‘Information Sheet’ provided. I have been given a 
full explanation by the investigators of the nature, purpose, location and likely 
duration of the study, and of what I will be expected to do. I have been advised 
about any discomfort and possible ill-effects on my well-being which may result. I 
have been given the opportunity to ask questions on all aspects of the study and 
have understood the advice and information given as a result.
• I understand that all personal data relating to volunteers is held and processed in 
the strictest confidence, and in accordance with the Data Protection Act (1998). I 
agree that I will not seek to restrict the use of the results of the study on the 
understanding that my anonymity is preserved.
I understand that I am free to withdraw from the study at any time without needing 
to justify my decision and without prejudice.
• I confirm that I have read and understood the above and freely consent to 
participating in this study. I have been given adequate time to consider my 
participation and agree to comply with the instructions and restrictions of the 
study.
Name of volunteer (BLOCK CAPITALS) .....................................
Signed........................................................... ......................................
Date............................................................... ......................................
Name of researcher (BLOCK CAPITALS) JOANNA JACKSON
Signed .....................................
Date .....................................
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Appendix 7. Interview transcript
Transcribing Notation Key:
Notation loosely taken from appendix in book by J. Potter and M. Wetherell (1987) 
entitled ‘Discourse and Social Psychology: Beyond Attitudes and Behaviour’. 
London: Sage Publications.
‘F denotes the interviewer’s words
‘P’ denotes the participant’s words
Pauses for 1-3 seconds were marked by a comma:,
Pauses for 3-5 seconds were marked by 3 dots: ...
Pauses for more than 5 seconds were displayed in round brackets following 3 dots, 
and the precise timing was noted in seconds: e.g. (...11) to denote a pause lasting for 
11 seconds.
For non-verbal movement, expression and occurrences, square brackets were used: [ ]
For overlap in utterances, for example when the therapist says ‘Yeah’ during the 
client’s speech, pointed brackets are used within the dominant speaker’s words: <T: 
Yeah>
Please note that in transcribed section, the therapist says ‘Um’ intermittently 
throughout the client’s speech, but this was not denoted.
To indicate overlap in speech words are put in italics.
Transcript
I: So um, do you want to start by telling me a bit about your experience of
practice of therapy and the context
P: Generally?
I: Yeah
P: Generally I qualified a few years ago and carried on with my placement so I
work in a GP surgery I do four hours a week there and I was working at a Christian 
counselling agency which served the local population so it was secular counselling 
given to Christians and non-Christians alike um, I don’t work there any more, I see a 
few private clients from home and then I work three days a week at a church running a 
counselling service there for people who are connected with the church
I: And how did your post at the church develop...can you tell me a bit about that?
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P: It was the counselling service at the church that was set up six years ago by the
then pastoral worker and a trained counsellor who was working who was at the church 
as a member um, they set it up I think very carefully using guidelines from other 
Christian counselling agencies and when I arrived two years ago it consisted of the 
person who, the counsellor who was involved in setting it up who wanted to stop 
running it, and three other counsellors in training from one course, from a Christian 
counselling course. So when I arrived I was the only one there who had done a secular 
counselling training um, and I was approached as to whether I would take the job on 
who was a training counsellor. They also wanted someone who could be part of the 
pastoral team and it was originally a full time job where I would be involved in 
pastoral work too and I am now very thankful that I couldn’t do it full time, so I’ve 
restricted what I do to 90% working on the counselling team and I am involved in 
some training of the congregation.
I: Why were you thankful that you couldn’t do it full time?
P: Because I think it would be very muddily to have a pastoral role and a
counselling role at the same time, particularly if people move from one to the other 
and wanted to continue the relationship. Or if I was the only appropriate person to 
work with somebody who I had had a counselling contract with.
I: And tell me a bit more about that, why would that not feel comfortable or
manageable?
P: Um (5) I think if I was, I think if I was seeing somebody pastorally and then in
the course of discussion, well for starters if I was seeing somebody pastorally and in 
the course of the discussion it became clear that they had counselling needs, I would 
need to refer them to one of my colleagues, we’re a pretty limited service um, and, I 
think our pastoral relationship would be awkward um, in terms of my managing as 
manager of the counselling service.
I: So it sounds like there’s an assumption about what boundaries need to be kept
P: Um, well I’m a counsellor. I’m a manager of the counselling service and I’m a
member of the church and those are three different hats and if I then had to add in the 
hat of pastoral counsellor I would then get muddled as to which role I was fulfilling at 
any one point um
I: So it sounds like it’s largely to do with with what you are able to think clearly
about at any one time
P: Yeah, and also what I think the client or, what is my relationship because my
clients see me as their counsellor but occasionally they see me as a fellow member of 
the church and we work out how we’re going to manage that relationship. If you then 
add in but Rachel is also somebody who I talk to at length about this particular issue 
before she thought that I needed counselling. The at what, you know I really want to 
talk to her about um how I’m managing this issue but can I or can’t I and when it is 
appropriate to do that, do I catch her after church, do I have to make an appointment, 
um so I think it is both easier for me and the potential client to know, to know where 
we stand
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I: Yeah. And what if any factors or concepts underlie the idea that a boundary
between different roles is helpful to maintain either for you or for the client or 
congregation member?
P: Let me start with for me, I as a counsellor trained, my training would would
ensure that I had very clear boundaries, time boundaries um, confidentiality 
boundaries and not being known so keeping myself largely out of or my stuff, what’s 
going on in my life out of the relationship. Could you just repeat the question
I: Yeah, what kind of concepts or factors underlies the idea that it is important to
keep a boundary, either for you or for the client, between the different roles that you
have. So you were saying that it is important to keep the boundaries
P: So in counselling responding the agreed time, enabling the client to talk about
whatever issues they are bringing and I am engaged in processing it and helping them, 
offering them insights, helping them to understand what is going on psychologically 
for them and that I think is a subtle, often not a subtle but sometimes a subtle 
difference between being um, pastorally involved with them when you know I might 
well, if f  bump into them in church say ‘how did that meeting go with your mum’ or 
something or, um, or ‘are you ok’ so I wouldn’t as a counsellor contain, I would want 
the issue we are discussing contained within the counselling relationship in the room
I: So it sounds like it’s partly to do with the training you’ve had in
P: And also the depth of the relationship that I think if somebody is going to
explore some of the kind of darker recesses of their life, particularly in the church 
where we probably all can feel we want to look better than we are sadly, they need to 
feel utterly safe in doing that that it stays within the counselling time within that 
counselling relationship um, and is not going to leak out of the room. And I think 
within the counselling services within the church that is even more important because 
when I am seeing somebody privately they can walk away from this house, get on the 
train and the chances of them bumping into me in another context are minimal but 
they probably will bump into me in a church context so they need to really know there 
is a clear boundary otherwise they won’t get to the relational depth that’s important. I 
think it is also to do with the psychological processes that are happening in 
counselling, I don’t work a lot with transference and counter-transference but I can’t 
deny that it happens, and again I think it’s it’s important to preserve that as part of the 
therapy and not contaminate it. I don’t know if it’s useful but I did have a client who I 
was seeing privately who I, when I started, I knew that I would be having a different 
type of relationship when I started at my church job and, she was very reluctant to end 
the counselling relationship
I: Sorry, this is someone who you were seeing privately and who went to the
church that you were joining
P: Yeah and I would be having significant contact with her and I knew we had to
end the counselling relationship and she was very reluctant to do it and that was very 
difficult um, because she couldn’t see that there was an issue and I and I needed a lot 
of help from my supervisor um, to to stay, to stay with ending the counselling and I 
found that very hard because that was somebody who I had worked well with and it, it 
felt as if I was just putting the knife in and abandoning her the way that she’d been
233
Research Dossier
abandoned in the past and would be doing some damage. But my supervisor was very 
strong that it would be more damaging to to contaminate the counselling relationship 
with the other relationship that I would be having with her at the church and I think 
we both see that that was absolutely right um
I: What was the fear that might happen if you were to continue the relationship
and also contaminate it, what would it mean to contaminate it?
P: That she would not feel safe. Part of the issue was abuse and it was incestuous
abuse and it would be repeating some of that, those feelings, um, that she wouldn’t be 
sure what sort of relationship she had with me, and also the client’s fantasies, could 
she be sure that I was being confidential? Even if part of her was sure that I, Rachel 
would be confidential, she would fantasise well supposing that I was, you know what 
would people think of her.
I: And I guess that was a situation with someone you were seeing privately, does
that kind of thing happen with people you have seen in a church setting
P: I have seen someone else who was in the church, who was a member of the
congregation and then took on um, a role within the kind of leadership of my church 
and in fact that was, I have assessed two people for who that has been the case and I 
was very clear right from the start that, if, if she were to take on this role we would 
need to finish and in fact it was a short-term piece of work um, and I don’t think it’s, I 
think it’s been fine. But it wouldn’t have been fine, um, if we’d continued. It’s partly I 
can’t cope with the mental gymnastics um, of being a counsellor one minute and a 
colleague the next and a friend the next um, I just can’t do it
I: Yeah, so it sounds like in your mind they are quite different ways of being? Or
ways of relating? Or what is it?
P: Well I suppose I use myself in a different way, it sounds awful. But I don’t, I
don’t bring anything of what is going on in my life into the counselling room. Now I 
will I hope occasionally use a bit of self-disclosure if it’s helpful, but I don’t, I 
wouldn’t talk about family or experience whereas I would normally, with my 
colleagues, particularly in the Christian field, they know what’s going on in my life.
I: Um, so just going back, it is partly keeping these distinctive boundaries is
partly so you don’t have to do these mental gymnastics as you said, partly for the 
client so they know they can fully trust you in this context and partly to preserve the 
transference.
P: Um, yeah.
I: And do you think these things are linked to your training background?
P: Yeah
I: In what way?
P: I think the training I had was incredibly strict on boundaries and not having
conflicts of interest, dual relationships if at all possible. Um, yeah, I mean one 
particular tutor was really hot on that
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I: And why was that?
P: Safety I think. Um, and I think the training that is one of the huge differences
between being a good listener and a good friend and being a counsellor, that you have 
a contracted relationship with this person, and you are both ethically and legally 
bound to preserve it and to make every effort to avoid to avoid breaking it.
I: You just mentioned ethics, how does that come into your mind, or is that sort
of implicit within the things that you’ve been talking about?
P: I think that as a counsellor, and I am a BACP member, that it’s the code of
ethics that integrity and trustworthiness um, and always seeking the client’s best. And 
I think confidentiality is a huge part of that.
I: Um, is there within the church setting, does the confidentiality issue come into
it, is that a challenge?
P: Not explicitly. I’ve had two situations, one where, and I don’t think I’ve
handled it brilliantly in either of them. One was a client that I assessed and passed on 
to a counsellor, and there is the surgery where I work just happens to be the surgery 
where she is a patient and in the assessment she had said ‘oh, you can look me up on 
the records I don’t mind’ and she had previously seen one of the counsellors there, so 
there was already a little bit of a potential dual relationship, I mean I didn’t, I wouldn’t 
look her up on the system. And then the rector who understands confidentiality then 
just said, ‘I’m not asking you to tell me anything about, but is this person in the 
system?’ and I said ‘yes’, now I realise now that I shouldn’t have said anything and 
she was at that point, she’d worried people her fellowship group um, of being at 
serious risk of suicide and, I then got a phone call from the husband of the person that 
she’d worried. And I think she had said ‘oh the only think that keeps myself alive is 
my mother’ um, and the father in law was a psychiatrist and the husband had talked to 
the father in law and there was this big panic going on and this got dumped on me and 
would I talk to the father in law and I said I wouldn’t but I would talk to my 
supervisor, and this was quite late at night and I thought well, I had already discussed 
the client at assessment that I could phone the GP so I could I could actually talk to 
the client but when I talked to my supervisor they said that would undermine the 
counselling relationship that this particular person had with her counsellor, but you 
could talk to the counsellor and say look this has come my way are you aware of it, so 
that’s what I did. But again, that raised with me, how very difficult that would be and I 
think a suicidal patient is very difficult anyway but where there is, oh and some of the 
things that were, partly the husband who had been worried by his wife’s conversation 
with this woman said, oh Rachel, you don’t want this to happen on your watch which, 
no cause I don’t. So I though if I was working in an agency this wouldn’t be 
happening, so that was, I can’t remember your original question I’m sorry, oh yes 
where the boundaries have been difficult, so that was one
I: And just, what um, when you said that this wouldn’t have happened if you
were working somewhere else, so it’s something that felt quite distinctive to working 
within a church congregation, and can you highlight exactly what it was that was 
difficult?
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P: The fact that I was known as part of the ministry team and I’m running the
counselling service and people have access to me so they could ring me but if I was 
just going into an agency nobody would know, only the agency would know so I 
couldn’t be contacted um, and I would have set up, and again as the assessor and the 
patient the client wasn’t suicidal at the point of the assessment, she had a history of it 
um, and in actual fact the counsellor was working very well with the client, she was 
aware of it, they had talked it through, they had a safety plan. But I think again, it’s 
the two hats, so I don’t think the husband had any idea that he was violating 
boundaries by phoning me because as far as he was concerned, I was part of the 
pastoral team and needed to know and needed to do something about it. But as a 
counsellor, once you’ve entered into that counselling relationship then I am primarily 
a counsellor, not a member of the pastoral team.
I: So it’s other people not quite understanding the distinction
P: Yep. And that again feeds back into why I am glad I am doing the job part
time, um, because I would, it would be incredibly, it would be impossible to to explain 
to the congregation and I don’t actually want to explain to the congregation that just 
think I have to just keep the boundaries. And I learnt a huge amount from that whole 
episode because it was the first time that I had really been faced up to it in a very stark 
form.
I: Um. And something else within that example that you mentioned about
confidentiality with the pastor or with people within the staff team and managing that, 
is that something that has come up in other ways or is that a particular challenge that 
you see associated with church-based counselling?
P: That’s the only serious one, I think, I don’t think it’s just church-based
because I think if I was working in a hospital department where the person I was 
seeing as a counsellor was also seeing a nurse or something else, I think it could 
happen. Um, but once or twice, if one of the ministry team have got a particular 
relationship with someone I am seeing. So the client tells the minister that I am seeing 
Rachel and this is what she is doing and it’s really helpful, and the minster will say oh 
so and so is really thankful is really appreciative of what you are doing, and the way I 
handle it is just sort of to ignore it or just to say ‘good’. And I’ve had, I think again a 
difficult one was somebody who had asked to see me on a one off, and I don’t think I 
was clear in my mind, because it was a one off whether it was pastoral or counselling, 
or I think I did say it was pastoral and he did tell me something extremely confidential 
um, but then also told other people that it was a really helpful conversation so I had 
somebody else come up to me and say ‘um oh, so and so was telling me about the 
counselling he had with you so his perception was that it was counselling, my 
perception was that it was pastoral, but either way I don’t get involved with talking to 
a third party about it, so often I think I am perceived as quite rude or telling people off 
that they shouldn’t be talking to me. And also all sorts of little ways, the prayer 
gathering, you know I go and sit somewhere at the prayer gathering and someone in 
front of me or behind me or next to me comes somebody I have assessed or is a client 
and I have to dig my husband in the ribs and say we’re gonna move.
I: Um, so you make a deliberate effort to not
P: Um
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I: And what’s the motivation or thinking behind that?
P: I think the motivation again is to preserve the integrity of the counselling
relationship. So, if I am in a small group praying with somebody that I am in a 
counselling relationship, I wouldn’t then pray and it would possibly be difficult for 
them to pray so I would prefer to move into a group where I would be at liberty to 
pray
I: Um, and is that always possible to do that?
P: It has been so far. Um, and I think if it wasn’t if somebody joined a group, I
would just keep quiet. Again, it’s, because I’m married, my husband comes to the 
same church, it could be that he ends up chatting to somebody who I have seen for 
counselling and he might say quite innocently, ‘Oh, I had a really nice conversation 
with so and so’, and I have to [laughing] somehow say ‘oh good’ without, without 
inferring to him that’s somebody I am seeing for counselling, without being less than 
transparent as a wife, but still trying to adhere to my code of ethics. I do now tell 
people when I assess them that my husband comes to the church and it’s important for 
the person to know that confidentiality is is, goes that far, he doesn’t know who I am 
seeing and certainly not the content of what we talk about it, because otherwise I think 
people will assume that I do sort of tell my husband who I am seeing, which I don’t.
I: Yeah, so that sounds like quite a challenging situation where your family are
also in the mix
P: Yes. I think that a difficult example was with a person that came to my church
and wanted to be seen in the counselling system and I assessed her first off, when she 
first came, and thought that we’d be able to help her and then I got an email the next 
day saying that it was two o’clock in the morning and she’d felt that she needed 
someone to talk to so she thought she’d email me and that flashed some sort of red 
lights at me. Um, and then somebody else came up to me and said that this girl had 
come up to one of the ministers, single guy and wanted to meet with him to pray and 
he’d found it very difficult to say no it’s not appropriate. And then she’d had a long 
conversation with my husband and again these lights kept flashing, so I re, I said 
could we re, could we do a second assessment and I’d come to the conclusion that it 
wasn’t appropriate for her to have counselling at the church because of, what I’d 
observed was her difficultly in understanding a boundaried relationship and it would 
be easier, better for her to have counselling outside of the church so that could keep 
integrity and I thought I already know too much about you um, and, we’ve discussed 
how we handle her pastorally within the staff team and again I don’t know what my 
hat is because as somebody that I’ve assessed that still comes under the ethics of 
confidentiality (3) so that that’s again a difficult, my nightmare scenario is when I 
assess somebody for counselling who tells me that they’re doing something highly 
immoral and then I hear that they are being taken on to the staff team in some 
leadership role.
I: How do you, how do you cope?
P: [participant laughing] resign! [participant and interviewer laughing]
I: So that hasn’t happened?
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P: It hasn’t happened
I: Right, but it’s something that you are aware that it could
P: It could. I think what I would do would be to go back to the person um. I’ve
actually now changed the information I give to our clients where I talk about 
confidentiality being within the service when that is necessary which gives me the 
right to, well I think it makes explicit what is already practiced so sometimes the 
counsellors do come back to me and say things like, you know my client is in different 
circumstances and they want to renegotiate the level of donation, so I can’t say utterly 
truthfully once I’ve assessed you and passed you onto the counsellor, I know nothing 
more about you um, and there are times when I need to know more about them and I 
think if that, if I was aware of that going on, um (5) I think it would depend what the 
issue was, that I might, I might use that right to talk to the client
I: umhum, so is your role acting as a gatekeeper as it were, do you do a lot of
assessments
P: I do all the assessments um, and again I think, why I’ve changed it to within
the service is that it is rather silly that although we use codes, I know who’s seeing 
who, um, and I’m not the supervisor, I don’t do supervision, um, but I just want to be 
utterly truthful so that clients can make up their own mind whether they’re happy to 
come into the service given it’s, you know as much belt and braces that we do it is a 
service within a church, or whether they’d prefer to be in an external service, and they 
may not realise all the pros and cons so I do try and make that explicit
I: And you do that at assessment stage
P: Well I give them a sheet that I’ve written that goes through in much more
detail than I can do in the assessment so I give it to them, they fill in the enquiry form, 
I send back er an appointment with the sheet that says please feel free to ask any 
questions from this information at assessment
I: And the information covers what your ethical duties, or how you see the
difficulties that could arise?
P: Well it covers what counselling is, who we are, that we’re members of either
the Association of Christian counsellors, or the BACP um, what the extent of 
confidentiality is um, our policy on notes and records, how long we keep them for, 
where we keep them, our donation system, er, what else does it cover? Where the 
counselling takes place, um what will happen at assessment, what happens next and 
probably some other things that I can’t remember off the top of my head.
I: Um, and is something because it sounds as though you introduce the idea of
confidentiality and what you can do and what you can’t do, or what you’re promising.
P: Yeah
I: Do you introduce this idea of role boundaries at all, either in the counselling
relationship or at assessment or?
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P: I, I do it at assessment in terms of, mentioning my husband, and the
confidentiality there, I also and it actually might be quite useful to put in the sheet, 
because what I mention at assessment is that I am part of the church and when we, if 
we meet, what what I normally do is just smile um, and once you’re seeing somebody 
else it may be fine to just sort of have a normal church relationship but I will leave 
that in your hands. But what I what I, what wouldn’t be appropriate would be for you 
to come a talk to me about your counselling. So I could actually add that into my 
information sheet.
I: And that’s something that you state explicitly with the client that that’s
P: Because clients are, many of them have not done counselling before so they
don’t really know what it is, and often they will say oh I don’t mind at all, that’s fine, 
and I quite often will say well for counselling to really be of benefit, I hope that you 
will find that you do mind um, and that you do feel safe to talk about things that you 
probably do need to keep very confidential. (4)
I: And you, you mentioned this sort of nightmare scenario that you could
imagine, is that something that you’ve thought through how you would handle?
P: Only to the extent of taking it to supervision. And in fact I have taken it to
supervision and what what I’ve discussed with the rector is some of the questions that 
he might want to ask people coming into leadership which are actually questions that 
he asks anyway um, and they’re a pretty canny bunch um, so I, I don’t think there 
would be huge issues that could possibly arise. If they did (4) I would go back to my 
supervisor and seek her advice (3) I think I would then go back, to the counsellor and 
say I, I just want you to be aware that this person is being interviewed for this role, I 
wonder if that has come up in therapy (6)
I: And if it was you who was seeing the person?
P: I would take it straight into therapy and address it with them.
I: So something that you would see as being addressed in therapy or by you
know, within the interview process rather than making a bridge between the two roles
P: I wouldn’t do that. (3) I think if I was actually seeing the person in therapy and
we’d addressed it and they insisted on going forward with the, which would involve 
not being honest I would probably bring our relationship our therapy relationship to an 
end which would which wouldn’t then give me freedom to whistle blow but it would 
indicate how seriously I took the level of them not being honest (3) and I wouldn’t do 
that peremptorily, um
I: It sounds like that kind of ethical scenario and others is something that you’ve
thought through in your mind, why is this or how is that?
P: I think because I want I want a high standard for the counselling service I want
us to be providing excellent counselling um and not a kind of unprofessional, ammeter 
[smiled] um, because I think I think counselling holds the potential for an enormous 
amount of good and change but I think it can, it is a very powerful thing it can be 
manipulative and damage people so I want it to be a force for good and not for evil, so
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again it comes into the benefice and not doing harm I think that unsafe counselling 
can do a huge amount of harm.
I: Um, you’ve mentioned the ethical codes or the principles a few times, how
much does that come into your thinking, is that something that happens explicitly in 
your mind or is it implicit?
P: I hope it’s implicit, I probably should revisit the ethical code more regularly
than I do um, I think I rely a lot on my supervisor to I mean I, my supervisor 
supervises my client work and also my role in running the service so I I would talk 
through with her policies and procedures and dilemmas as well as actual client work. 
Um, yeah. And, so supervision, discussion with peers, reading (5)
I: So that’s the way you process these ethical challenges, going to your
supervisor, discussing with peers, reading
P: Yes. I think the other dilemma which we haven’t talked about which is a
current one at the moment because I have a particular issue with a family member 
who is very ill, is if I was just at church. I’ve shared it with the rector and with my 
staff fellowship group but with the proviso that I goes no further than that because I 
don’t want it to go further than that because a client then comes to me and is thinking I 
wonder how Rachel is. Which is quite strange in a church situation because we’re 
family but and as family that’s lovely that people want to kind of wonder how you are, 
but it it doesn’t enter into the counselling relationship. I think if I was a much more 
experienced counsellor, you know its interesting reading Yalom, I think he’d had his 
mum had died or something and he agonised as to whether to share that in the group 
he was running and he used it very well therapeutically, but I mean he’s [laughing] 
highly experienced and doesn’t always do things by the book and I would stick by the 
book, so that’s another ethical dilemma how much of you gets known and in 
counselling you know if you say have a major I mean if my husband got killed in a car 
accident, of course the church would know that and I would need to stop, I couldn’t 
carry on being a counsellor for a while anyway, but would it take longer within the 
church set up to get back into the role, um, so issues about yourself as a person, as 
well as yourself as a counsellor
I: Yeah. And it sounds like ways in which your because of your role as a
counsellor in church you feel restricted you in your role as a congregation member
P: Yeah absolutely, and I went to a meeting a few weeks ago which was a quiet
morning and I realised that there might be clients there and there was one that I had 
assessed and one which I thought I was going to assess and there was a time of 
feedback at the end so I just said to the people running the session that I would leave 
before that and I think that was right, and I’ve been asked if I would lead one and I 
said no so there I had to restrict things that could potentially be harmful, which lots of 
people don’t understand, lots of people think oh it wouldn’t matter and lots of clients 
probably say oh it wouldn’t matter, but it might, it might affect and I want to I want to 
try to avoid avoid it as much as possible, but I do do things I do the prayers publically 
um, I do welcome, um, I run training courses and that’s partly because I am not 
psychodynamic primarily, I think if I was I’d find it much harder so although I 
acknowledge that transference does happen I don’t particularly use it. And I think 
often my role of the assessor is that I don’t engage therapeutically so the number of,
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once Fve done the assessment that’s an easier one to handle than when Fm actually 
seeing client myself and I do try and gauge with the clients that I take on, is this 
somebody that would be ok so it’s often somebody who isn’t isn’t like have that much 
um. I’m not going to bump into that often but I wasn’t as wise when I first started, so 
when I first started I did see one or two people that I do see quite a lot of and I do try 
to avoid that now and when I place clients with therapists I try to make sure that they 
are people who they wouldn’t have a lot of contact with outside of the counselling 
relationship
I: So I guess in your church, I know it’s quite big so you can sort of avoid, do
you think this would be possible within a smaller church?
P: No. And when I was interviewed I was asked what did I thing about having a
counselling service within a church and I did say well I don’t think it’s the best, I 
think if you’ve got a big church like this then you can just about do it but if it was a 
smaller church then I’d want to set up something between churches that wasn’t that 
was run independently but that the church involved had confidence to refer people 
there.
I: Yeah and I guess there seems to be a number of challenges or struggles, is it
worth it? I mean, what’s the advantage of doing it in church rather than setting up an 
independent service?
P: I still think my ideal would be to have an independent service. I think the
advantage is given the historic suspicion of most conservative evangelical churches 
which is where I come from to counselling, um, the advantage is that people have 
more confidence in the service because it is based within the church. Um, I think (4) 
the other advantage is that I am actually supported by the church so I don’t have to 
fundraise, I don’t actually have to ask the clients for money although we’ve agreed 
that we will in terms of them investing in their own therapy but it’s on a donation 
basis um, Fm not running a business so I don’t have all the business concerns um, 
other advantages, I think the clients sometimes who possibly wouldn’t go to an 
outside agency put their toe in the water with counselling because we are within the 
church, but I think the disadvantages outweigh the advantages, um, and my job there 
is relatively short-term, I also don’t live in the parish and I am part-time. I think all the 
difficulties that we’ve talked about would be plus plus if f  lived locally, if I was there 
full-time
I: Um, so it sounds like the advantages are that you can access people who might
otherwise not come who might trust you more knowing your association with the 
church
P: Yep. Um, and I guess I can, and I haven’t looked completely into this, but I
can because I use volunteers, I can chose on a theological basis who I trust, so I would 
take into account someone’s Christian maturity as well as their counselling 
qualifications and I don’t know if I would be able to do that if I was running an 
outside agency. Well, I know when I worked at an [independent Christian organisation 
that offers counselling], I had to be in good standing with a recognised church.
I: And this might link into the disadvantages [inaudible], people particularly
looking at it from a secular point of view might say well it’s impossible to keep ethical
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boundaries to maintain your ethical integrity working within a church setting, what’s 
your thoughts about that?
P: I think there are difficulties as I’ve talked about but I think there are
difficulties in other settings, where I work in primary care and (4) what the leader of 
the service there says confidentiality is within the practice, so there’s huge, there are 
probably greater loses of confidentiality in that the receptionists knows exactly who’s 
coming and they’ll often say things like ’oh that lady, she’s seeing the doctor first’ or 
‘oh she never comes to appointments, she’s hopeless’ or the odd comment like that. I 
had one situation where one of my patients didn’t come and the doctor said ‘who are 
you seeing?’ so I said who is was and they so ‘oh I’ll phone her up’ and so she picked 
up the phone and said ‘why aren’t you here? Get off your backside and come now’ 
[laughing] that’s not normally how you deal with this um, so certainly within a GP 
setting there are issues um, I was talking to a colleague who works on the ward and 
she says she will often see a client for counselling and then meet them as they’re 
shuffling off to the loo with their drip and the nurses will know who they’re seeing so 
I think there are issues, similar issues to the ones I’ve talked about in lots of settings 
and it’s wonderful if you can work in complete isolation um, and offer 100% 
confidentiality and there are no dual-relationships, but I mean even the BACP have 
offered guidelines on managing dual-relationships, if you are working privately and 
you end up at a dinner party and there’s one of your clients, it can happen, or sitting 
next to them on a plan, you know life happens.
I: I think we’ve covered most of what I wanted to ask but just a couple more
things. You’ve mentioned supervision but have you received any other training or 
support specifically in being able to handle these sort of ethical challenges within a 
church setting, is there any sort of support for you with that?
P: Well I go to this conference once a year and there’s a Christian counsellors
network and I’ve found that the most helpful um, largely because the person that runs 
it I think had thought through many of these issues and is very wise and helpful and 
again because of my training as a secular therapist I won’t see praying with clients or I 
did see praying with clients as not what I did and talking with him he gave me a model 
for how you can do this in a way without getting yourself into trouble and why 
wouldn’t you pray when you are two Christians and just say we’ve talked about a lot, 
may I just commit it to God um, so I think that’s very supportive. Um, and. I, I meet 
up with one other person who’s actually also doing some training in schema therapy 
who is a Christian counsellor who is training in a secular model. I think we bounce off 
each other issues like that um, I think that’s all I can think of.
I: Just briefly you mentioned model that how that would impact on whether
you’d be able to do this work and you don’t adhere to a pure psychodynamic model, 
how do you work or are there particular models or have you chosen your model on the 
basis of where you work?
P: No, I’m integrative and I think I’ve moved in my practice I would integrate
much more of a CBT way of working. I think I started much more person-centred and 
I think I still use that but it’s it’s less pure um, and I I would certainly use parts of 
psychodynamic such as resistance um, defense mechanisms, attachment theory um, a 
lot of understanding how the past impacts the present. But I do find some of the stuff
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on CBT and schéma therapy useful and I don’t think that is because of my setting 
because I use it in my private practice as well. I think I think a lot of people from a 
church setting, just because of who they are tend to be rather suspicious, I had one 
person say T’ve come to you because I know you won’t do any of that new age 
rubbish’ but as we’ve worked together um, he’s terrified of emotions and we probably 
do need to do a bit of what he might think of as new age rubbish trying to unlock this 
highly securely fastened safe of emotions (5)
I: Um, is there anything further that you think is important or relevant to this
whole are of ethics and the challenges of working in a church-based setting that we’ve 
missed or any comments you’d like to make?
P: I think, and it’s work in progress but I think (6) I think it’s probably quite
important and we haven’t done this as a service yet to actually do some thinking 
together on on how we handle issues, I mean we’ve done it on suicide risk but I’m just 
thinking I had a, I had an email from one of the ministers saying that one of the clients 
had said that his counsellor has said had recommended a particular um ministry which 
I think as a church we are quite suspicious of, and, how that gets handled, what I 
actually did was I went to the counsellor and just said, T don’t know what the 
discussion was but this is what has what’s been told to me that your client said you 
might want to pick this up with your client’ and in fact the counsellor emailed me 
back and said ‘this is what I said and I will pick it up with the client because I think 
there are issues there’, but again it’s how you work ethically with that sort of loop um 
(5) and I, I feel very relieved that I’ve now said to clients that confidentiality is within 
the service because again one of the church wardens said to me I’m you know ‘so and 
so has told me that she’s having counselling and if it would be helpful is very willing 
to be interviewed at a prayer gathering to say how helpful she’s found it in terms of 
encouraging others’ and I then went to the client and said ‘this might be something, 
thank you very much that that might be lovely can I suggest you talk about that with 
your counsellor as to what might be helpful or not for you’, so it’s I think within this 
sort of setting you will get these feedback loops that we need to really work out what 
we are doing with.
I: Yeah. Anything else?
P: I suppose the other problem will be accommodation again keeping
confidentiality that I’ve had a sort of because my room I’ve just had a buzzer installed 
in my room so people can tell me when they’ve arrived, the buzzer goes off in the next 
door room that belongs to the finance people and they know that I rush in and answer 
it if it’s one of mine but I have to make sure that and it can be a client can be coming 
upstairs and somebody is coming out of the loo, and it did happen the other day that 
somebody came out of the loo it was the very worst person for this particular client to 
bump into, um and we had to and that was painful but useful in therapy um. I’ve had 
to stand in front of the finance door so that nobody can see who it is coming into my 
room. Um
I: So different ways of trying to maintain some privacy or confidentiality (5)
P: Is there anything else that you think that I’ve forgotten to say that you could
prompt me on? (7)
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I: I don’t think so. So the main challenges I think we have mentioned about (3)
Just lastly, why did you volunteer or agree to participate?
P: Because [omitted] I wanted to help you [laughing] and I think it’s a really
interesting area. Um, I think, it does worry me when I hear of some situations where 
counsellors are taking on clients within their own church. I think the people that set 
my church’s service up and I hope I have continued the legacy, worked quite hard at 
maintaining a professional service within a church setting and I think this research is 
really helpfiil in giving us, coming up maybe with some ethical guidelines, areas 
where we do need to think about if we are going to do this. But that’s my kind of post 
hoc rationalisation.
I: And how did you find it, this last hour?
P: That’s a very nice counselling question. I think I have found it quite
challenging in a way that yes when was the last time that I really re-read my ethical 
framework um, I felt a bit pathetic over my real rationale for boundaries I think, you 
know what I really wanted to say was because that’s what I was told to do and I think 
it works. Um, I think its raised the fact that the feedback loop is something we need to 
discuss as a service because I’m sure it happens to other people as well, um yeah.
I: And just picking up on that middle thing that what you really wanted to say is
because you’ve been told to do it which I imagine is a lot of people’s experience that 
within secular thinking that is what we are told. Has is become part of you and how 
has that happened or (4)
P: Don’t know. I think, I think again in the training um, as we talked as we sort of
brought our cases to group supervision, the eyebrows would shoot into the hairlines 
sometimes over what some agencies were doing in terms of the manager being the 
supervisor or the supervisor knowing the client or, different (3) different people doing 
it different ways and one of my colleagues, I don’t think she’s I would say she is very 
good on boundaries she would always make clients a cup of tea when they arrive, now 
I wouldn’t expect my doctor to make a cup of tea when I arrived and what do you chat 
about when you are making a cup of tea, that seems a role conftision that I wouldn’t 
want to get into. So I suppose it is coming out of college having quite clear lines, 
realising that not everybody does it the same way and then working out from that, why 
you keep the lines you do or why you don’t, what is helpful and what isn’t helpful. I 
do read the BACP information sheets which I think are really helpful in working out 
some of these practicalities, so the dual relationships one I found really helpful. Um.
I: Right, Ok. Thank you
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Appendix 8. Further illustrative quotations of third theme
Theme Sub-themes Example Quotations
Exclusions
from and
management
of ehurch-
related
therapeutic
dual
relationships
Exclusions from dual 
relationships
a. Individuals whom 
the therapist 
knows too well
I have always said I will never see 
somebody who I know, either a friend 
or somebody who I have regular 
contact with, so someone in my house 
group. (Ellen)
I won’t see people I know. However, 
where on the spectrum how much can 
you know about the person before you 
are prepared to work with them? In a 
way it becomes a point of judgement. 
(Ellen)
I think there is a boundary where I 
couldn’t be a formal counsellor to the 
people I’m close to because that close 
relationship would colour the 
counselling relationship too much. 
(Lilly)
b. Individuals who 
cannot cope with 
dual relationships
Attachment issues alongside a dual 
relationship is an anathema, don’t go 
there [or] for someone who is quite 
deeply wounded, particularly if there 
are primitive defenses in there, might 
be just too much (Karen)
People said ‘would I see her?’ And I 
said I wouldn’t for these reasons - that 
I could tell that holding boundaries 
was very difficult for her [and] that 
was going to be more harmful to her. 
And also to me. (Miranda)
c. Mechanism of 
exclusion
People are quite astute and I haven’t 
really had people that I know that well 
wanting to come to me, if they wanted 
to talk to anybody they would go to 
somebody they didn’t know (Ruth)
There are one or two people who 
would have found it incredibly 
difficult if we had encountered each 
other in another place [...] but I think 
they wouldn’t have come to me. [...] 
By self-selection they would never
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Boundary-settings within 
church-related 
therapeutic dual 
relationships
a. Defining
roles
b. Restricting 
relationships
have chosen to come to a counsellor or 
therapist within their own 
congregation [...] so in a way that sorts 
itself out in the long run. (Vera)
I think the assessment of the person I 
have learnt is pretty critical (Karen)
I’m not opposed to if somebody comes 
and asks for support and I think that it 
will become too difficult to have that 
dual-relationship I’m not opposed to 
saying no I’m sorry I can’t help but I 
will find someone that can help you 
(Jane)
I do talk about it to them in their 
counselling session and point out that 
this is just for now and not at any 
other time (Ruth)
I will say [ ] if we meet outside the 
counselling room then we are just 
equal members of the same church [ ] 
but we are not a counsellor and a 
client anymore (Lilly 156-161)
I see them obviously away from their 
home, away from my home in a set 
place so it allows for when we walk 
out the door that’s it, that’s that 
session finished. I’m just Jane, a 
church member, a church leader and 
they are whoever they are. (Jane)
I go and sit somewhere at the prayer 
gathering and someone [ ] comes 
[who] is a client and I have to dig my 
husband in the ribs and say ‘we’re 
gonna move’. (Rachel)
I didn’t greet them first. I’d twinkle at 
them and make sure they were 
acknowledged and not ignored but I 
never opened any conversation with 
them (Mary)
I generally discourage them from 
approaching me (Anthony)
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Therapist support and 
supervision
I don’t want to get into a long term 
therapeutic relationship because I 
think you are more likely to get the 
muddying of the boundary within 
church life (Jane)
I would actually stipulate that I 
wouldn’t see people for more than 4 
sessions [...] I found from experience 
that probably doing it for longer than 
that was probably not healthy, it was 
too complicated. (Karen)
With something as complex as dual­
relationships I think that you, it can be 
navigated but it needs very good and 
careful supervision (Karen)
[It] requires good and almost specialist 
supervision, with someone who has 
thought through context and duality of 
roles and preferably one who has some 
sense of the church (Jonathan)
I do read the BACP information sheets 
which I think are really helpful in 
working out some of these 
practicalities, so the dual relationships 
one I found really helpful. (Rachel)
I look at the BPS code of conduct I 
think that you can actually utilise 
those legislation to help you [ ] the 
guidelines were very helpful to 
challenge my thinking and also just to 
think well this can happen and this can 
work (Jane)
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Reflexive statement on integrating psychotherapy and spirituality from my 
personal perspective as a counselling psychologist
From my perspective at the end of training, I see spirituality as an important aspect in 
my practice that in some ways is integrated into every therapeutic encounter, even if 
not explicitly acknowledged as such. This is largely because my spiritual beliefs are 
central to who I am and my worldview, aspects of which cannot be excluded from my 
identity and practice as a counselling psychologist.
The most obvious examples of the impact and integration of my worldview on therapy 
is that I see people as made in God’s image and having inherent value and worth. This 
belief gives me an honest concern and respect for clients, enabling me to feel 
compassion and persevere therapeutically even when I feel frustrated or tempted to 
give up. At the same time, my worldview sees our world and every person as fallen 
and flawed, where we not only experience pain and sorrow as a result of others and 
our circumstances, but we also create difficulties and distress by our own actions and 
reactions. Seeing myself and others as flawed provides me with a deeper tolerance and 
patience for my own and other’s shortcomings, for slowness to change, and 
acceptance of even the most repulsive or darkest of thoughts, feelings, actions and 
desires. In the majority of my clinical work to date, it has been in these more implicit 
ways that the integration of spirituality and psychotherapy has occurred within my 
practice. Nevertheless, there have been occasions when spirituality has been more 
explicitly integrated.
At times clients have discussed their spiritual beliefs, concerns and influences as part 
of exploratory work or incorporated into their specific goals for therapy. For example, 
discussion of a client’s beliefs about life after death was an important aspect of the 
work with an individual whose husband had recently committed suicide. Another 
client experienced her Christian spiritual beliefs as being a significant source of 
support for her and when working within a CBT framework, we developed coping 
statements that were based on some of her favourite scriptures. Contrastingly, with 
another client, some of the work involved exploring her frustration with the church 
and seeking an alternative way to explore and express her spiritual beliefs from a
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Buddhist perspective. However, clinical examples, such as this last one, raise issues 
about my understanding and perspective of working with spiritual beliefs that are 
different to my own.
I can remember questioning in my first year as to how much ‘good’ I was really doing 
when I was not sharing with clients something that I felt would be of eternal benefit, 
combined with a longing to tell them the Christian message. However, over the course 
of training, this struggle or longing has changed. My hope is still that at some point 
they would come to know their creator and redeemer, who I believe to be the God of 
the Bible, but this is not my choice, nor is it my role as the therapist to try to persuade 
them to adopt the same spiritual perspective as I hold. Instead, I see my role as 
providing a relationship within which they can pursue their own goals, they can 
discover more of who they are and what they want. This is not only relevant to the 
issue of spirituality, but relates to every area of beliefs and values; for example, how 
they relate to their family, their partner, their children, their work, their emotional 
world and so on. With all of these areas, as with spirituality, while I may well have 
opinions, I consider it important not to impose what I think is best onto clients. Not 
only would doing so be to assume that I know what is best for each client, but would 
be disrespecting the client, abusing the therapist’s power and likely to be ineffective 
anyway. It is this understanding that I feel has enabled me to integrate diverse spiritual 
perspectives into my therapeutic work and is an approach that enables me to not deny 
my personal hope for clients and own beliefs, while allowing me to work in an ethical, 
respectful and authentic way.
While I can say that this is my perspective currently as a counselling psychologist, I 
do hope that at some point in the future there may be scope to integrate spirituality 
into psychotherapy in a deeper or even more directed way. What form this would take 
however, is as yet unclear. Perhaps that will be my next training.
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The ethical challenge of working with spiritual difference: An 
interpretative phenomenological analysis of practitioners’ accounts
Abstract
Addressing spirituality in therapy is not only important for a substantial 
number of clients but many therapists also regard it as potentially valuable. 
However, practitioners report difficulties and confusion regarding how to work 
with spiritual difference, especially when clients’ spiritual beliefs are perceived 
as undermining their psychological well-being. The current study aimed to 
explore this challenge through the use of a qualitative design. Semi-structured 
interviews were conducted with 11 practitioners and the transcripts were 
analysed using interpretative phenomenological analysis. Three super-ordinate 
themes were discerned in the data: ‘therapists’ perception of clients’ spiritual 
beliefs: psychological understanding and impact’, ‘therapists’ aims and 
responsibilities: (in)compatibility with clients’ spiritual beliefs’ and ‘therapists’ 
practice responses to psychologically unhelpful spiritual beliefs: explicit and 
implicit approaches’. When clients’ spiritual beliefs were perceived as 
psychologically unhelpful, therapists experienced a conflict between their 
ethical stance to respect clients’ beliefs and their aim to enhance psychological 
well-being. This conflict presented the greatest challenge for therapists 
working with different spiritual beliefs. Implications and recommendations for 
practice are considered and avenues for future research are highlighted. In 
particular, it is recommended for therapists to recognize this challenge as an 
ethical dilemma, to develop an ethical analytic framework and to reflect on 
their own beliefs within this framework.
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The ethical challenge of working with spiritual difference: An 
interpretative phenomenological analysis of practitioners’ accounts
In recent years there has been a discernibly increased interest in spirituality within the 
context of psychotherapy (Crossley & Salter, 2005). Although there may be many 
reasons for the growing interest in integrating spirituality into practice, perhaps of 
greatest significance is the fact that spirituality is important to many clients. Not only 
do growing numbers of individuals report spirituality to be personally important to 
them (for example, see Bergin & Jensen, 1990; Miller & Thoresen, 1999) but studies 
show that many clients actively want therapy to address their spiritual concerns 
(Lindgren & Coursey, 1995; Pargament et al., 2005). However, this has been found to 
depend on how they think therapists will perceive or respond to their spiritual beliefs 
(Suarez, 2005). For example, in a study by Rose and colleagues (2001), clients stated 
that their preference was dependent “on the counsellors’ abilities to discuss 
[spirituality] without...imposing [their] own views/beliefs/practices” (p. 12). Clients 
have also described their concern that a therapist might try to undermine their beliefs 
or attempt to convert them to be more in-line with the therapists’ own spiritual values 
(Keating & Fretz, 1990; Quackenbos et al., 1985).
Many therapists have reported a similar perspective -  considering spirituality 
to be an important factor but retaining certain fears about explicitly addressing it in 
therapy (Hathaway et al., 2004; Stamogiannou, 2007). A number of qualitative studies 
have shown that therapists are reluctant to raise the subject of spirituality themselves 
and if a client introduces the topic, they still struggle with how best to respond (for 
example, Crossley & Salter, 2005). Even therapists with a particular interest in 
spirituality have reported sometimes experiencing uncertainty about how to work with 
spiritual issues (Suarez, 2005). Researchers reported that at the heart of therapists’ 
uneasiness about discussing spirituality was a concern that their own spiritual beliefs 
might influence or be imposed onto clients (Baker & Wang, 2004; Suarez, 2005). 
Such situations were usually constructed and discussed in the context of a difference 
existing between the therapist’s and client’s spiritual stance. This possibility of 
spiritual value influence and/or imposition raised a number of challenges and concerns 
for therapists.
The major professional and ethical problem with spiritual value imposition is 
the potential for eliminating or reducing clients’ freedom to choose their own spiritual 
values (Chappelle, 2000). Indeed, central to the ethics of the British Psychological 
Society (BPS) (2006) is a respect for individual autonomy, that is, respecting the 
client’s right to be free to choose and to hold to whatever (spiritual) beliefs they want 
(Barnes, 2000; Kitchener, 2000). So important is respect for autonomy that it is one of 
the four ethical principles that provide a basis for the BPS codes of conduct, along 
with non-maleficence (the principle of causing least harm), beneficence (the principle 
of maximizing benefit) and justice (the principle of acting justly and fairly).
Although practitioners have emphasized the importance of respecting clients’ 
spiritual beliefs and not imposing their own, difficulties have been said to arise when 
clients’ spiritual values were seen to be undermining their psychological well-being or 
the therapeutic process (Crossley & Salter, 2005). In such situations, therapists
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experienced confusion in knowing whether, when and/or how to challenge a client’s 
beliefs (Stamogiannou, 2007). Indeed, such was the confusion that some therapists 
described withdrawing from further discussion of spiritual beliefs or even adopting a 
general avoidance strategy towards discussing spirituality altogether in therapy 
(Crossley & Salter, 2005; Lochner, 2009).
Participants in a recent study described this struggle in terms of an ethical 
dilemma, where their decision about how to respond to spiritual difference involved 
deciding what would “violate ethical boundaries” (Lochner, 2009). Conceptualizing 
the situation in these terms, it can be seen that confusion and uncertainty arise because 
there is a clash between the two ethical principles of autonomy and beneficence. 
Particular challenges arise where valuing autonomy demands that therapists respect 
clients’ right to choose and hold to their spiritual beliefs whereas prioritizing 
beneficence would demand that the therapist work to bring about the greatest 
psychological ‘good’ for the client, which may require challenging and aiming to alter 
spiritual beliefs that are deemed psychologically ‘unhelpful’.
While previous studies have highlighted some significant aspects of working 
therapeutically with spiritual beliefs, there remains an absence of research exploring 
this particular ethical struggle, which may be central to therapists’ apprehension and 
confiision about explicitly discussing spiritual beliefs in therapy. Research 
investigating how therapists consider and construct responses to clients’ spiritual 
beliefs that are different from their own will help illuminate this issue. Additionally, it 
will potentially indicate the most fruitful way to equip practitioners in general to work 
ethically and comfortably with clients’ spiritual beliefs. Therefore, this study aims to 
explore therapists' responses to situations of salient 'spiritual difference' (that is, 
situations where spirituality is relevant to a client's presenting problem and where a 
difference in spiritual stance exists between therapist and client). In particular, the 
study will examine how therapists represent these situations in terms of their 
potentially dilemmatic nature and ethical implications and how they construct 
strategies for responding to such situations.
Method
Given the research aims, interpretative phenomenological analysis (IPA) was 
considered to be an appropriate methodological approach because it provides a 
framework for accessing participants’ meaning-making in all its potential complexity 
and fluidity (Smith & Eatough, 2007). To provide the basis for a meaningful analysis, 
a closely defined group was sought. Participants were therefore restricted to 
psychologists, psychotherapists and counsellors registered by an appropriate 
governing body such as the BPS, the United Kingdom Council for Psychotherapy 
(UKCP) and the British Association of Counselling and Psychotherapy (BACP) They 
were required to have had at least two years post-qualification experience but were not 
required to have a recognised interest in spirituality either personally or 
professionally.
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Eighty-nine email invitations were sent to practitioners randomly selected 
from relevant organisational databases. Eleven individuals were recruited and this was 
judged to provide enough cases to examine similarities and differences between 
participants whilst permitting attention to be paid to the richness of individual cases. 
The sample consisted of one male and ten female practitioners who all described 
themselves as ‘White British’ apart from one person who stated they were of German 
background. Participants’ mean age was 52 years (range 35-65; SD 9.2). Three were 
Counselling Psychologists, one was a Clinical Psychologist, five were 
Psychotherapists and two were Counsellors. They had on average 15 years of 
experience in therapeutic work (range 9-26; SD 6.2). Although all worked in private 
practice, the majority also worked concurrently in the NHS. Participants reported 
holding a range of spiritual beliefs or affiliations. In order to provide some context for 
the data that appear in the ‘Analysis’ section. Table 1 outlines participants’ self- 
reported spiritual stances (the names assigned to participants are pseudonyms).
Table 1 : Participants’ self-reported spiritual stances
Participant Self-reported spiritual Stance
Cathy Church of England
Frances To be respectful of others’ stances
Ruby Agnostic
Peter Buddhist (Zen)
Sarah None
Tricia Committed Christian
Jody Atheist
Kate Humanist
Jackie Atheist
Clara Committed Christian
Samantha Belief in a spiritual dimension to life that is unfathomable and personal
Data generation
Data were generated through individual face-to-face semi-structured interviews 
(conducted by the first author) that lasted approximately one hour. The interview 
schedule invited participants to share relevant clinical experience and reflect upon any 
guiding concepts or challenges encountered when working with clients who held 
different spiritual beliefs to their own. Vignettes were also used which outlined a 
therapy situation involving a salient spiritual difference between therapist and client.
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Although not a standard mode of data generation in IPA work, these were used to 
facilitate a detailed and concrete discussion of how participants constructed and 
responded to such situations as well as providing a springboard for more general 
discussion. Copies of the interview schedule and vignettes can be obtained from the 
first author.
Prior to the interview, participants were given an information sheet 
summarising the purpose and method of the research and an opportunity to ask 
questions. They completed a background information questionnaire and were asked to 
read and sign a consent form. Time was also allowed post-interview for debriefing. 
Interviews were digitally recorded and then transcribed; identifying details were 
removed or altered to preserve confidentiality.
Analytic procedure
Following transcription of each interview, the stages of IPA were implemented by the 
first author in consultation with the second (Smith & Eatough, 2007). These involved 
conducting several close and thorough readings of each transcript. Anything 
noteworthy or significant (in relation to the research foci) was written down in one 
margin. The other margin was then used to document emerging themes within each 
transcript, using key words to capture the essential quality of the participant’s account. 
Each transcript was studied in detail before moving on to examine others. Following 
Smith’s (2004) recommendations about developing IPA’s idiographic commitment, 
close attention was paid to participants’ accounts through the use of micro-textual 
analysis, which then informed the analysis as a whole. This attention to language use 
(especially to the functional use of language) represents an elaboration of the standard 
analytic foci within IPA.
When this process had been repeated with each transcript, the resulting initial 
themes were examined to distinguish connections across transcripts and identify ways 
that themes could be meaningfully grouped together. This gave rise to a set of super­
ordinate and sub-ordinate themes that reflected the shared aspects of experience 
among participants. Themes were then ordered to produce a logical and coherent 
research narrative and some themes were dropped because they had a weak evidence 
base or did not fit well with the emerging structure. The final themes are the product 
of a continuous dynamic process of moving between various analytic stages.
Analysis
Three super-ordinate themes were discerned in the analysis, which were formed from 
a number of sub-themes (see Table 2). Due to space constraints, only some themes 
will be examined in detail here. However, each theme will be outlined to provide an 
overview of the entire analytic outcome. For reasons of clarity, the titles of super­
ordinate themes have been italicized in headings and in subsequent text and the titles 
of sub-themes have been underlined in headings.
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Table 2: Super-ordinate and sub-themes
Super-ordinate themes Sub-themes
Therapists ’ perception o f  
clients ’ spiritual beliefs: 
psychological understanding 
and impact
vii. Spiritual beliefs in relation to clients’ 
internal world
viii. The psychological impact of spiritual beliefs 
on clients’ well-being and/or the therapeutic 
process
a. Spiritual beliefs as psychologically helpful
b. Spiritual beliefs as psychologically 
unhelpful
ix. Discordance between spirituality and 
psychotherapy
Therapists ’ aims and 
responsibilities:
(in)compatibility with clients’ 
spiritual beliefs
viii. Therapists’ aim: to enhance clients’ 
psychological well-being 
ix. Therapists’ responsibility: to respect clients’ 
beliefs
X. Conflict between aims and responsibilities 
xi. Handling conflict between aims and 
responsibilities
Therapists’ practice responses 
to psychologically unhelpful 
spiritual beliefs: explicit and 
implicit approaches
viii. Exploring clients’ spiritual beliefs 
ix. Challenging clients’ spiritual beliefs 
X. Implicit practice approaches 
xi. Explicit practice approaches
The first super-ordinate theme {'Therapists’ perception o f clients’ spiritual 
beliefs: psychological understanding and impact’) refers to participants’ overarching 
understanding of clients’ spiritual beliefs. Participants described clients’ spiritual 
beliefs exclusively in psychological terms which took the form of viewing spiritual 
beliefs in relation to clients’ internal worlds as being influenced by, revealing or 
emerging from clients’ psychic life. Not only did participants view clients’ spiritual 
beliefs from a psychological perspective but they also evaluated these beliefs in terms 
of their psychological impact on clients’ well-being and/or the therapeutic process. All 
participants asserted that there was potential for spiritual beliefs to be psychologically 
helpful and/or unhelpful depending on the content of beliefs or the way they were 
used. It was this assessment of psychological helpfulness that was widely cited as the 
determining factor for whether participants experienced any challenges in working 
with spiritual beliefs. Nevertheless, some described a more basic difficulty that 
emerged from a fundamental perceived discordance between spirituality and 
psychotherapy. Only the last two sub-themes (see Table 2) will be examined in detail 
as these are less thoroughly acknowledged in the existing literature and are 
particularly relevant to the elucidation of the following themes.
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The second super-ordinate theme {'Therapists’ aims and responsibilities: 
(in)compatibility with clients’ spiritual beliefs'’) captures factors that were most 
prominent in participants’ consideration of how to work with clients’ spiritual beliefs 
in therapy. It was discerned that participants’ primary aim was to help clients enjoy 
greater psychological well-being. However, participants also spoke about their 
responsibility as therapists to respect clients’ beliefs which involved not imposing 
their own beliefs onto their clients. Participants’ aim concerning clients’ psychological 
well-being and their responsibility to respect clients’ spiritual beliefs emerged as a 
source of conflict if spiritual beliefs were perceived as undermining psychological 
well-being (‘conflict between aims and responsibilities’). A variety of views emerged 
regarding how to handle these conflicting aims and responsibilities. This super- 
ordinate theme is directly relevant to the research question and therefore will be 
elaborated in its entirety.
The third super-ordinate theme {'Therapists’ practice responses to 
psychologically unhelpful spiritual beliefs: explicit and implicit approaches’) draws 
together the more applied aspects of participants’ reflections on working with spiritual 
beliefs. All participants’ first and fundamental response was to explore these beliefs. 
Yet, there were different perspectives on whether therapists should challenge clients’ 
spiritual beliefs. In participants’ consideration of how they have worked or would 
work with spiritual beliefs that they deemed psychologically unhelpfiil, a number of 
discursively implicit and explicit practice approaches were discerned. These 
approaches reflected their reported aim for psychological well-being and 
responsibility to respect spiritual beliefs. Within this super-ordinate theme, the first 
two sub-themes will not be elaborated further as the latter two sub-themes capture 
comprehensively the more challenging aspects of working with psychologically 
unhelpful spiritual beliefs (see Table 2). In the quotations presented in the analysis, 
square brackets indicate where material has been omitted or added for clarification 
purposes; three dots indicate a pause in speech.
Therapists ’ perception o f clients ’ spiritual beliefs: psychological understanding and 
impact
As has just been outlined, participants discussed and evaluated clients’ spiritual beliefs 
from a psychological perspective. While many reported the potential for spiritual 
beliefs to be psychologically helpful, participants also explained how spiritual beliefs 
could be psychologically unhelpfiil.
Spiritual beliefs as psvchologicallv unhelpful
In discussing the potential negative impact of spiritual beliefs, the majority of 
participants focused on their defensive function within the therapeutic process or 
relationship. For example, when describing her work with a Muslim client, Sarah 
explained:
‘He would talk about his faith a lot, at me and [ ] in some ways he used 
it defensively.’
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Sarah’s use of the word ‘at’ rather than ‘with’ when describing the way her client 
would talk about his spiritual beliefs suggests that there was an anti-relational quality 
to the discourse. This perhaps illuminates her statement that he used his faith 
defensively, as the client’s way of discussing his spiritual beliefs created a barrier 
between them that prevented a more meaningful connection.
Similarly, Tricia relayed her experience with clients whose spiritual beliefs 
impeded the processing of emotions:
‘I’ve had one or two clients who have [ ] had a very committed [ ] 
Christian faith [which] I think it has been a defence really, so they 
won’t be able to own any anxiety or any doubt or any anger so they 
present as sort of façade [ ] of very firm beliefs which actually gets in 
the way of what’s going on for them.’
While most participants reported spiritual beliefs as being used defensively, some 
participants viewed spiritual beliefs essentially as being a defence:
‘I just do see it as such a defence I suppose. I do see it as such a 
defence.’ (Jackie)
Jackie’s perception of spiritual beliefs being inherently defensive is likely to be related 
to her own spiritual stance. She describes herself as an atheist and therefore, by 
definition, she conceptualizes all spiritual beliefs as psychological creations. This may 
result in her being more likely to view clients’ spiritual beliefs as psychological 
defences than practitioners who hold similar spiritual beliefs themselves.
Many participants reported the defensive use of spiritual beliefs in therapy to 
be one of the most recurrent and pertinent difficulties in working with spiritual beliefs. 
However, some participants asserted that there existed a basic discordance or 
mismatch between spirituality and psychological therapy that cannot be bridged.
Discordance between soiritualitv and nsvchotheranv
Peter stated that there was a lack of understanding between the two fields that results 
in a separation:
‘Spiritual teachings, religious teachings often don’t have much 
understanding of the psychological barriers and contrariwise 
psychological things don’t have much understanding of the spiritual [ ] 
so the two don’t really meet.’
But perhaps at an even more fundamental level some participants indicated that there 
was a mismatch over the issue of ‘truth’. Clara spoke about her own spiritual beliefs 
as being based on believing them to be true rather than whether they are 
psychologically helpful or not:
‘I’m a bit hesitant really to taking a pragmatic questioning approach or 
the pros and cons of having these beliefs because I feel my beliefs and
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my faith are not based on a weighing up of pros and cons. It’s based on 
whether I have a basis for thinking it true.’
However, for most participants, their understanding of, evaluation of and approach to 
spiritual beliefs were framed in terms of psychological helpfulness. For example:
Tt’s about looking at alternative ways of thinking that are more helpful 
[ ] and it’s about encouraging people to have [ ] beliefs [ ] that [are not] 
so unhelpful.’ (Samantha)
When describing her approach to working with clients’ spiritual beliefs, Samantha 
repeatedly draws on the notion o f ‘helpfulness’. This perhaps suggests that she regards 
psychological helpfulness to be the most important factor when determining what 
spiritual beliefs to hold, rather than any notion of whether they are true or not.
Despite this being a rather tentative proposition, one participant stated this 
perceived fundamental incompatibility in explicit terms:
‘[Spiritual beliefs are] fundamentally incompatible with psychotherapy.
[ ] She [the client in a vignette] [ ] has a belief that actually is quite 
incompatible with psychotherapy [because] it’s not about your inner 
drives and desires it’s [ ] about giving yourself over to God’s will and 
to God’s desire and [ ] that’s fine to have those beliefs but what are you 
doing in psychotherapy? [ ] Because it doesn’t really work, it doesn’t, 
the two don’t really match up.’ (Jackie)
Jackie appears to be drawing a distinction between two separate world views (the 
psychological and the spiritual) and what she perceives as their discordant intentions, 
the former focusing on and aiming towards internal psychological aspects and the 
latter focusing on and aiming towards external spiritual goals. In this sense, Jackie 
sees the work of the psychotherapist as being redundant or impossible to perform if 
spiritual beliefs are viewed as distinct from one’s internal world and if spiritual beliefs 
are not understood merely on the basis of their psychological properties. However, 
Clara and other participants who professed to hold certain beliefs did not consider 
their spirituality to be exclusively the product of their internal psychological worlds.
Therapists ’ aims and responsibilities: (in)compatibility with clients ’ spiritual beliefs
This mismatch between psychotherapy and spirituality was also reflected in 
participants’ explanation of their aim as therapists, which appeared at times to be 
incompatible with clients’ spiritual beliefs.
Therapists’ aim: to enhance clients’ psvchological well-being
Many participants explained that their fundamental aim as therapists was to enhance 
their clients’ psychological well-being. If clients’ spiritual beliefs were perceived to be 
psychologically helpful, spirituality and psychotherapy were viewed as mutually 
beneficial and in this sense compatible. However, (as discussed previously) clients’
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spiritual beliefs were at times perceived as psychologically unhelpful which conflicted 
with the participants’ aim, resulting in participants desiring and/or aiming to change 
these beliefs.
‘[Therapy] is about encouraging people to have alternative beliefs [ ] 
that might not [ ] bring them to the point that they feel this very 
negative effect.’ (Samantha)
Here, Samantha asserts that the very purpose of therapy is to help change 
psychologically unhelpful spiritual beliefs as indicated by her statement that ‘therapy 
is about...’ Other participants however, seemed more hesitant to express their intention 
to change clients’ spiritual beliefs:
‘It would be less out of a motive to, well no I can’t say that with all 
honesty, I was going to say not out of a motive to change her beliefs but 
I’m sure there would be some motive there because I wouldn’t want 
this woman to live a miserable life.’ (Clara)
Clara’s initial reaction is to deny her wish to change this client’s belief, which perhaps 
reveals her internal assumption that she should not want to change such beliefs. 
Indeed, her use of the word ‘honesty’ indicates that she is admitting something she 
does not entirely approve of. Similarly, Jackie framed her aim to change her client’s 
psychologically unhelpful spiritual beliefs with the explanation that she was being 
‘fully honest’. This suggests Jackie feels she is admitting something improper as it 
requires complete truthfulness to reveal:
‘To be fully honest I guess there’s a part of me that would hope at some 
point that [her spiritual beliefs] could break down because [ ] I do see it 
as a defence [and] part of my role as I would see it is [ ] to lessen those 
defences.’
Jackie’s use of the phrase ‘part of me’ not only demonstrates that she is not wholly 
persuaded in her desire or aim to change her clients’ beliefs but also indicates that she 
experiences an internal conflict (between different ‘parts’ of her) over this issue. Her 
ambivalence is further expressed through her choice of words as she ‘guesses’ rather 
than is certain and ‘hopes’ rather than wants. This uncertainty may be in part related to 
her fear of what would result from her trying to lessen these spiritual defences, 
perhaps seen through the use of the words ‘break down’. Whilst this seems to refer 
directly to the destruction of spiritual beliefs as a defensive barrier, it also perhaps 
reveals the participant’s concern that the client themselves could break down in the 
process. This may be why Jackie states that she hopes it would happen ‘at some 
point’, indicating later in the work rather than immediately.
The uncertainty present in these statements contrasts significantly with the 
very confident assertions participants made regarding their role to respect clients’ 
beliefs. Indeed, perhaps the underlying reason for some participants’ hesitancy in 
disclosing their desire to alter clients’ psychologically unhelpful spiritual beliefs was 
that participants clearly recognized an ethical responsibility to ‘respect’ their clients’ 
spiritual beliefs.
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Therapists’ responsibility: to respect clients’ beliefs
This notion of respecting clients’ spiritual beliefs involved therapists attempting to be 
‘non-judgmental’ and avoiding the imposition of their own beliefs onto clients:
‘You can’t tell them what to think and you can’t, you certainly can’t 
impose your beliefs on them.’ (Tricia)
At first reading it appears that Tricia is repeating the same idea twice in an attempt to 
verbally underline the importance of her statement. However, the repetition could also 
indicate a double meaning, where the first half of her statement (‘You can’t tell them 
what to think’) refers to the capability of the therapist (that therapists cannot tell 
clients what to think even if they tried) and the second half (‘you certainly can’t 
impose your beliefs’) refers to the prohibition on the therapist (that therapists should 
not impose their beliefs). Alternatively, the first half of Tricia’s statement could be 
understood as a general principle (you cannot tell clients what to ‘think) of which the 
second half is a specific outworking of that in the area of spiritual beliefs (you 
certainly can’t impose your ‘beliefs).
Regardless of the depth of meaning to Tricia’s statement, the principle of 
therapists not imposing their own beliefs onto clients was a standard to which many 
participants referred. In doing so, they explained that it was based on an awareness of 
or adherence to ethical values:
‘It’s an ethical stance that I don’t knowingly impose any of my own 
personal beliefs on the client’. (Cathy)
Cathy’s words express confidence and the fluency of her speech (evident in the 
recording) suggests that this is a statement she knows well, perhaps even indicating 
that she is reciting a phrase from a code of conduct. Although this cannot be 
confirmed, she does later explain that her ethical stance is indeed based on an 
adherence to professional ethical guidelines, as well as her own personal values:
‘It’s in the code of ethics that I basically accept the individual and that 
happens to be my own sort of ethical code that I will respect people [ ] 
so it comes from within myself as much as without’. (Cathy)
Although most participants spoke about their ethical responsibility to respect clients’ 
spiritual values, this at times ran contrary to participants’ aim concerning clients’ 
psychological well-being. Subsequently there emerged a reported source of 
‘difficulty’ or ‘conflict’ for participants when spiritual beliefs were perceived to be 
undermining psychological well-being.
Conflict between aims and responsibilities
For example, while Clara explained how she might work with a client whose belief in 
God was seen to be having a negative psychological impact (causing ‘guilt and 
shame’), the following dialogue occurred:
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Clara: ‘The conflict perhaps for me of on the one hand wanting
her [ ] to know a different God but on the other hand 
having the value of working within her belief system’
Interviewer: ‘[ ] Respecting her belief and so not wanting to change
that and yet also...’
Clara: ‘...wanting to.’
Clara here finishes off the interviewer’s statement in a surprisingly clear and 
directional way, indicating her awareness of the contradiction that she experiences 
between her aims and responsibilities. On one hand Clara wants to change this client’s 
spiritual beliefs (‘to know a different God’) to something that would create the 
potential for greater psychological well-being. However, she also values ‘working 
within her [client’s] belief system’ which was based on her conviction about 
‘respecting her [client’s] belief. It is interesting to note Clara’s choice of words as she 
describes this conflict: on one hand she talks about ‘wanting’ and on the other ‘having 
the value’. The former refers to a more personal and felt need within the therapist 
whereas the latter carries more theoretical and intellectual overtones. This perhaps 
suggests that the therapists’ aim concerning the clients’ psychological well-being is 
something that emerges internally whereas their responsibility to respect clients’ 
beliefs is something that is more externally imposed.
While this incongruity between participants’ aims and responsibilities was 
alluded to by most participants, a variety of ways were described for handling this 
conflict.
Handling conflict between aims and responsibilities
Cathy indicated that her responsibility for and adherence to respecting clients’ 
spiritual beliefs were imperative and therefore firmly asserted she would never do 
anything to undermine that (as demonstrated by her use of the words ‘categorically’, 
‘any’ and ‘anything’):
‘I can say that quite categorically I won’t with any patient do anything 
to alter what they believe in.’
However, Jody explained that respecting clients’ autonomous choice of 
spiritual beliefs was valid only if their beliefs were not psychologically 
‘destructive’:
‘I see it as being a choice to the point that if [their spiritual belief] 
becomes destructive.’
Other participants sought to reconcile conflicting aims and responsibilities by 
explaining that while they aimed to change psychologically unhelpful spiritual 
beliefs, they did so by ‘empowering’ the client to change their beliefs:
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‘Being asked to be someone’s therapist is an invitation to help them 
change their beliefs [ ] but [by] empowering them to make those 
choices and decisions.’ (Clara)
This perspective locates ultimate responsibility about changing beliefs with the client, 
which then frees the therapist from having to manage this responsibility. Perhaps 
Clara is even suggesting that clients are responsible for the whole therapeutic 
endeavour as the client ‘asks’ and ‘invites’ the therapist help change their beliefs. On 
this basis, the therapist doing all they can for the psychological well-being of the 
client could be seen in itself as demonstrating respect for clients’ beliefs and wishes, 
so again the therapist avoids having to manage a conflict between their aims and 
responsibilities.
Nevertheless, if the client did not want to change their spiritual beliefs, then all 
participants agreed that their responsibility to respect their clients’ autonomy over­
rode their aim to enhance psychological well-being:
‘You would work with [the client’s spiritual beliefs] in terms of what 
you think is for his psychological health [but] there’s also what he 
thinks about his psychological health and if he’s adamant he doesn’t 
want to change those beliefs then I guess [ ] you just have [to] take up 
[other] possibilities.’ (Samantha)
Samantha’s statement reveals that she considers the starting point is the therapist’s 
own view of what spiritual beliefs promote psychological well-being and it is this that 
then forms the basis of how she ‘would work with’ spiritual beliefs. Although she 
affirms that the client has the final say in whether they want to change their beliefs, 
the use of the word ‘adamant’ indicates that it is only at the point where the client 
strongly resists change that the approach would need to be altered.
Despite being clear as to her approach, Samantha nonetheless reveals the 
conflict she experiences between her aims and responsibilities. She uses the words 
‘work with’ when describing how she would approach the client’s beliefs, which 
sounds less actively interventionist and less ethically alarming than saying she would 
‘change’ the client’s beliefs. Nevertheless, it is clear that she does in fact have in mind 
this idea of changing beliefs as she is able to use these words in the negative sense, in 
relation to the client (‘if [ ] he doesn’t want to change those beliefs’). Thus it appears 
that she experiences some discomfort with overtly stating that she would aim to 
change a client’s spiritual beliefs. Moreover, her use of the second person (‘You’) 
may also be a strategy to distance herself from something she fears might be viewed 
as unethical and instead attempts to make it appear mainstream and common rather 
than personal to her.
As well as describing the principles behind how they would work with 
psychologically unhelpful spiritual beliefs, participants also described specific 
practice approaches.
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Therapists ' practice responses to psychologically unhelpful spiritual beliefs: explicit 
and implicit approaches
These practice approaches largely (although not exclusively) revolved around ways 
that they could change psychologically unhelpful spiritual beliefs, whilst still being 
mindful of the importance of respecting clients’ beliefs. They described a number of 
discursively implicit and explicit approaches to address unhelpful spiritual beliefs.
Implicit practice approaches
Participants described various implicit approaches that were directly intended to 
change certain aspects of the client’s spiritual beliefs, although in unapparent ways. 
This can be seen in the unambiguous declaration that participants made to this effect. 
For instance. Ruby described her hope that a client’s spiritual belief in a punishing 
God would change through the influence of the therapeutic relationship:
‘It’s very much to do with the relationship with the therapist [ ] so it 
becomes strong enough to influence this other relationship she’s got 
[with God], so my relationship with her would hopefully [ ] make her 
God less of a punishing God.’
A number of participants similarly explained that it is the therapeutic relationship that 
would be the means of change. Other participants however, described how they would 
focus on clients’ other relationships, with the hope that this might alter their ‘spiritual’ 
relationship (with God):
‘[I would] explore her relationship with her parents or significant 
others, [ ] exploring relational themes generally and seeing if I can 
stand back from the focus on just God and see if that might help her to 
kind of get a little bit unstuck from the ideas [about] God.’ (Clara)
Both Clara’s and Ruby’s statements suggest that it is only specific beliefs or 
perceptions of beliefs that are the target of their interventions (for example, changing 
'ideas [about] God’) as opposed to aiming to alter or remove beliefs altogether.
As well as discursively implicit approaches to working with psychologically 
unhelpful spiritual beliefs, participants also described a number of explicit approaches.
Explicit practice approaches
One approach participants described involved encouraging their clients themselves to 
weigh up and consider whether and how their spiritual beliefs might be 
psychologically unhelpful:
‘I [ ] explore with them [ ] what is it stopping you doing, [ ] how does it 
affect your thinking and so on, so I would see my role as helping them 
think all the time about the implications of their beliefs, [ ] whether it’s 
helpful.’ (Tricia)
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It is interesting that Tricia here implies there is something intrinsic to the belief that is 
potentially helpful or harmful, as she perceives the belief to be affecting the client’s 
‘thinking’ rather than their thinking affecting their belief. This stands in contrast to 
what was described by other participants under the previous sub-theme who suggested 
that it was clients’ experiences of other relationships that effected their perception of 
God. Nevertheless, Tricia does not seem to be directly attempting to change their 
belief but rather is encouraging clients to explore the psychological impact of their 
spiritual beliefs.
Contrastingly Clara stated that she would actively encourage the client to ‘re­
evaluate’ their choice of spiritual beliefs if they perceived them to be psychologically 
damaging:
‘I wouldn’t feel at all constrained from asking her questions to 
reconsider her beliefs and [ ] getting her to weigh up the choices she is 
making when it comes to sort of choosing this kind of faith system, [ ] 
getting her to re-evaluate. ’
Clara seems to describe three connected ways of explicitly discussing her client’s 
spiritual beliefs. The first (‘asking her questions to reconsider her beliefs’) focuses on 
the beliefs themselves, perhaps questioning whether the client is convinced of them; 
the second (‘getting her to weigh up the choices [ ] of choosing this kind of faith 
system’) focuses more on the client and the way she makes choices; the last (‘getting 
her to re-evaluate’) has a more objective ring to it, perhaps motivating the client to 
assess what they are getting out of it.
Despite explicitly encouraging clients to explore the implications of their 
beliefs and to re-evaluate ‘unhelpful’ beliefs, participants acknowledged that there still 
remained the possibility that clients may not change their beliefs. However, Kate 
explained the very act of clients making an explicit, conscious and autonomous choice 
(even a choice to hold on to psychologically unhelpful spiritual beliefs) would in itself 
aid their psychological well-being:
‘It’s a bit like ultimately if someone wants to kill themselves you need 
to let them do that [ ] as the person’s choice and so [ ] ultimately it’s 
about them taking informed choices in their life, what they’re prepared 
to compromise or change [ ] and my experience is that when people [ ] 
take these decisions consciously [ ] they are very much more 
empowered and actually do well with what they have.’
Kate here uses an extreme example of suicide to emphasize how important respecting 
clients’ choice is, even in ‘worse case’ scenarios. She stresses that clients have 
responsibility for their choices and psychological well-being, thereby abdicating any 
responsibility for the therapist. She then justifies this stance by drawing on her own 
experience to show that giving all responsibility for choice to the client is also in their 
best interests. However, it is questionable how her position of valuing clients’ choice 
over their well-being, even to the extent of suicide, tallies with her justification from 
her own experience of clients then ‘doing well with what they have’. Overall, Kate’s 
statement implies that it does not matter what you choose but it is making an 
autonomous choice that is most valuable.
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Discussion
Given that this study aimed to explore the understanding and experience of a 
particular group of participants, any conclusions drawn from this data set must be 
tentative as the sample cannot be presumed to be representative of therapists in 
general. In particular, the sample was predominantly female and exclusively White 
and although participants held a variety of beliefs, there remain many other 
perspectives yet to be investigated.
Despite this, the study presents an initial exploration of the challenges 
therapists face when working with clients who have different spiritual beliefs to their 
own. What emerged as presenting the greatest challenge to therapists was when 
clients’ spiritual beliefs were perceived as psychologically unhelpful to them. In such 
situations, participants experienced a conflict between their ethical stance to respect 
clients’ spiritual beliefs and their aim to enhance psychological well-being. This 
conflict materialized in participants’ reported experiences of uncertainty and 
apprehension regarding whether and/or how to change clients’ spiritual beliefs. The 
focus on this particular conflict distinguishes this study from other research papers 
that have reported therapists’ experience of working with clients’ spiritual beliefs. 
Furthermore, this study uniquely identifies a variety of specific practice responses to 
this conflict as well as demonstrating more generally how spiritual beliefs are 
perceived by practitioners in terms of their psychological properties and functions.
While participants described a number of approaches regarding how to work 
with psychologically unhelpfiil spiritual beliefs, there remained a sense of conflict at a 
theoretical and internal level. Although not conceptualized in these terms, the conflict 
that participants experienced between their aims and responsibilities can be clearly 
conceived as an ethical dilemma between beneficence and autonomy respectively. 
While not eliminating a felt sense of conflict, enabling therapists to conceptualize 
working with psychologically unhelpful beliefs as an ethical dilemma would 
nonetheless aid their ability to consider and approach such spiritual beliefs more 
confidently and ethically (Shillito-Clarke, 2003; Tjeltveit, 2004).
Correspondingly, it is recommended that therapists foster a personal ‘ethical 
mindfulness’ (Bond, 2000, p. 242) by recognizing particular ethical issues and then 
reflecting on ethical theories and codes. The importance of this is highlighted by the 
divergence of practice responses that participants reported having adopted when 
working with psychologically unhelpful spiritual beliefs. Such diversity suggests that 
participants’ judgment about and approach to this ethical dilemma more likely relate 
to individual experience, orientation, working context, personality and 
personal/spiritual values (Shillito-Clarke, 2003). This does not necessarily raise 
concerns, as dilemmas are dilemmas precisely because more than one rationally 
justifiable solution/approach exists (Beauchamp & Childress, 1983). Nonetheless, 
therapists developing their own ethical analytic framework and would help provide a 
range of alternatives for consideration and criteria for setting priorities among their 
aims and responsibilities when working with psychologically unhelpful spiritual 
beliefs (McCoy, 1985).
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In addition, it seems desirable for therapists to examine their own spiritual 
beliefs and values to ensure they do not subconsciously impose their own spiritual 
values onto clients (Haug, 1998). This seems particularly significant given that, 
although the majority of participants were clear they would not try to change their 
clients’ beliefs nor impose their own beliefs, their reports of their practice were more 
ambiguous. Indeed, most participants reported having to some extent employed 
techniques to change clients’ unhelpful spiritual beliefs, even if this was done by 
indirect or implicit means. A more open and up-front disclosure about their perception 
of and approach to clients’ spiritual beliefs has be argued as being more respectful of 
the client’s autonomy and therefore a more ethical response (Richards & Bergin, 
1997; Rowson, 2001). Such honest and open acknowledgment of therapists’ desire to 
enhance clients’ psychological well-being may also help reduce the confusion and 
discomfort that therapists experience in working with spiritual beliefs, which may be 
related in part to an experience of an internal but unacknowledged conflict.
On a more general note, this study revealed the extent to which participants 
conceived of and assessed clients’ spiritual beliefs in psychological terms. This raises 
the question of whether this ‘psychological perspective’ misses something important 
about clients’ spirituality, particularly given (as one participant noted) many spiritual 
beliefs are not held on the basis of their psychological properties. However, it is 
largely accepted that it is not the role of the therapist to adjudicate the veracity of a 
spiritual domain or a transcendent object (for example, see Meissner, 1984; Van 
Eenwyk, 1989). Therefore, by focusing exclusively on the psychological aspects of 
beliefs, participants avoided venturing beyond their domain of competence or ascribed 
role. Yet such an approach to clients’ spiritual beliefs risks denying their essential 
experience and understanding of their spirituality, which may ultimately result in a 
misalliance.
While this study has begun an exploration into this important area of clinical 
practice, there is a clear need for further exploration to understand the complexity of 
therapists’ approaches to working with salient spiritual differences. Most notably, 
participants in the current study came from a range of backgrounds and beliefs. 
Although this diversity provided rich data, it would be fruitful to investigate the 
specific impact that therapists’ theoretical/practice orientation as well as their own 
personal spiritual stance has on their perception of and approach towards working 
with psychologically unhelpful spiritual beliefs. Additionally, research into training 
models designed to aid therapists in developing an ethical analytic framework would 
be helpful for qualified practitioners as well as those seeking to equip trainees to work 
with spiritual beliefs.
With increasing expectations for practitioners to work with spirituality in 
therapy, it is important not to overlook the significant challenges that therapists face. 
One central challenge is how to work ethically with clients’ spiritual beliefs that are 
perceived as being psychologically unhelpful. A number of suggestions have been 
made to assist therapists in handling this difficulty. In particular, it is recommended 
for therapists to recognize this challenge as an ethical dilemma, to develop an ethical 
analytic framework and to reflect on their own beliefs within this context. While 
consideration and reflection on this ethical dilemma is important to help practitioners 
to develop a confident and ethical practice approach to clients’ spiritual beliefs, it is of 
course ultimately important for the clients who bring their spirituality into therapy.
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Conference paper 1.
Presented at Joint Conference of the Divisions of Counselling Psychology 2008 
The Psychological Society of Ireland & The British Psychological Society.
Integrating Spirituality and Psychotherapy: An Ethical Dilemma
Joanna Jackson, Adrian Coyle, University o f Surrey.
Purpose: This paper discusses the ethical issues arising from integrating spirituality 
and psychotherapy, with the specific aim of beginning to equip therapists to work 
ethically and comfortably with spiritual beliefs different to their own.
Background: A growing body of research indicates that a significant proportion of 
clients and therapists consider spirituality to have an important and legitimate place in 
therapy. However, therapists’ uneasiness concerning the influence and possible 
imposition of their own beliefs raises a number of ethical challenges. This is 
particularly pertinent when therapists’ perceive clients’ spirituality as contributing to 
their distress.
Key points: The principle of autonomy provides the basis for why therapists should 
not undermine clients’ spiritual values. However, conflicts arise between this and 
other ethical principles, such as beneficence, when handling spiritual values in 
therapy. Given there exists much disagreement regarding how to weigh up ethical 
principles against one another, it is argued that therapists need to develop their own 
ethical mindfulness by exploring relevant arguments and underlying moral theories. In 
light of this, teleological and deontological theories are outlined, critiqued and applied 
to the domain. This discussion is supplemented by examples from the literature and 
results from a work in progress, exploring therapists’ experience o and strategies for 
working with spiritual difference.
Conclusions: This paper suggests that the end of excluding spirituality from therapy 
will only come about as each individual therapist actively fosters their own ethical 
mindfulness. This will mark the beginning of handling spiritual values in therapy 
ethically.
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Notes for Conference Paper 1.
*Powerpoint slide 1
Good-afternoon and thank you for coming today to this presentation entitled 
‘Integrating Spirituality and Psychotherapy: An Ethical Dilemma’. My name is Joanna 
Jackson and I am currently in my second year of a PsychD in Counselling Psychology 
at the University of Surrey. What I will be discussing today has largely been adapted 
from a literature review that I conducted last year as part of my training with the 
support of my supervisor Dr. Adrian Coyle.
*Powerpoint slide 2
rOverview)
What I intend to do this afternoon is the following: First, I will review aspects of both 
clients’ and therapists’ attitudes towards integrating spirituality and psychotherapy. I 
will suggest that one of the difficulties with integration attempts is the potential for 
ethical dilemmas that can arise, especially when there is a difference between the 
therapist and client’s spiritual values. We will consider the core elements of potential 
ethical difficulties before I will suggest how we might begin to develop our ability to 
work ethically and therefore more confidently with differing spiritual values.
So before we dive in, a note about definitions. I am sure many of you are aware of the 
difficulties that arise when trying to define the term ‘spirituality’. Whilst I won’t 
attempt a thorough discussion of definitions today, I wanted to mention that one of 
my assumptions is that every person has a stance on spirituality, regardless of whether 
that stance is aligned with atheism, agnosticism, non-traditional spirituality or 
traditional religiosity. And while I think there are differences in connotations between 
the terms ‘spirituality’ and ‘religion’, for the purposes of this presentation, I won’t 
distinguish between them, but address them collectively under the term ‘spirituality’.
I am currently conducting research into this area, and I thought I would start by 
reading you some quotes from therapists I have been interviewing.
*Powerpoint slide 3
This is a quote from a therapist who described herself as having atheist beliefs. She is 
talking about managing the frustration she experiences in her work with a client who 
has Christian spiritual beliefs. She says:
“if you talk to me further down the line and she is still really entrenched in her 
religious belief you know I might feel differently about the frustration because I guess 
to be fully honest there’s a part of me that would hope at some point that this could 
break down.. .so whilst on one hand I’m not rushing to disrupt it.. .part of my role as I 
would see it [is] to disrupt [her religious beliefs]...because I just do see it as a 
defense...and [it] is such an important part of the work to try and lessen those 
defenses”.
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Or to take an example a different therapist describing her work with client’s who hold 
different spiritual beliefs to her own:
“I can say quite categorically that I won’t with any patient do anything to alter what 
they believe in...and that would apply to anyone...it is an ethical stance that I don’t 
knowingly impose any of my personal beliefs on a client”
I am not sure what your reaction to those quotes are -  whether you empathise with one 
or other of their approaches to spiritual beliefs, or whether you found yourself 
disagreeing with them? What has been clear from my research so far is that there are a 
variety of views as to how therapists approach spiritual beliefs in therapy. Despite this 
diversity of approaches, there is clearly an overall growing interest and awareness of 
the importance of working with spirituality (Crossley & Salter, 2005). This can be 
seen by simply looking at the timetable for this year’s conference and the large 
number of presentations on this subject.
And I think this is a positive development, largely because spirituality is important to 
many clients.
*Powerpoint slide 4
So, survey data shows there are growing numbers of individuals who report 
spirituality to be personally important to them (e.g. Bergin & Jensen, 1990; Duffy, 
1998; Miller & Thoresen, 1999). Not only that, but studies also show that many 
clients actively want therapy to address their spiritual concerns (Lindgren & Coursey, 
1995; Pargament et al., 2005). And although clients reported having a preference for 
spirituality to be integrated into their therapy, this was often dependent on how they 
thought the therapist would approach or respond to their spiritual beliefs (Suarez, 
2005). For example, in a study by Rose and colleagues (2001) clients stated that their 
preference was dependent “on the counsellors’ abilities to discuss [spirituality] 
without...imposing [their] own views/beliefs/practices” (p. 12). Clients have also 
described their concern that a therapist might try to undermine their beliefs or attempt 
to convert them to be more in-line with the therapists’ own spiritual values (Keating & 
Fretz, 1990; Quackenbos et al., 1985).
*Powerpoint slide 5
(Therapist’s perspective)
Qualitative research studies have interestingly also revealed that therapists have a 
similar perspective. Whist considering spirituality to be a potentially important factor 
in therapy (Hathaway et al., 2004; Stamogiannou, 2006), there is evidence to suggest 
that a large percentage, if not the majority, of clinicians experience either fear, 
confusion, or at least a lack of confidence in working explicitly with clients’ spiritual 
values (Baker & Wang, 2004; Shafranske & Malony, 1990).
Psychologists have also described their worry that explicit discussion of spiritual 
values would result in their own spirituality ‘leaking out’ (Suarez, 2005). And overall, 
researchers have reported that at the heart of therapists’ uneasiness seemed to be a
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concern that the therapists’ own spiritual values might in some way influence or be 
imposed onto clients (Baker & Wang, 2004; Suarez, 2005).
*Powerpoint slide 6
(Imposing spiritual values')
Now of course there are numerous reasons why it is inappropriate for a therapist to 
impose their spiritual values onto clients. Indeed, central to the ethical codes of the 
British Psychological Society (BPS) (2006) and The Psychological Society of Ireland 
(PSI) (2003) is a respect for individual autonomy - that is respecting the client’s right 
to be self-determining (to be free to chose and to hold to whatever spiritual beliefs 
they want). And practitioners repeatedly emphasize the importance of respecting the 
client’s spiritual beliefs and not imposing their own, I know that has been the case in 
my own research.
And while this was rather straight forward when therapists thought that the client’s 
spiritual beliefs were beneficial to the client, difficulties arose when their spiritual 
values were seen to be undermining their psychological well-being or the therapeutic 
process (Crossley & Salter, 2005; Lochner, 2007). In these such situations, therapists’ 
have reported to withdraw from further discussion of spiritual values or even would 
decide to adopt a general avoidance strategy towards working with spirituality 
altogether in therapy. Even therapists who describe themselves as having a particular 
interest in working with spirituality, still expressed confusion as to how to handle 
beliefs that they felt were psychologically ‘unhelpful’ (Stamogiannou, 2006).
*Powerpoint slide 7
(Ethical dilemma)
Therapists themselves have described this struggle in terms of an ethical dilemma. For 
example, one participant stated that their decision about how to respond to spiritual 
difference involved deciding what would and what would not “violate ethical 
boundaries” (Lochner, 2007, p.27). And if we think about it in these terms, we can see 
that this confusion and uncertainty that therapists experience, arises precisely because 
there is a clash between two ethical principles: Where autonomy (respecting the 
client’s right to be chose and hold to their spiritual beliefs) is in conflict with 
beneficence (bringing about the greatest good for the client) (Barnes, 2000; Bond, 
2000; Kitchener, 2000).
(Case examnlel
To help us ground this type of ethical dilemma, I thought it would be helpful to use a 
case study that which we will refer back to as we go through. I have made the conflict 
rather start by providing only limited information just to help us see the dilemma 
perhaps more clearly.
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*Powerpoint slide 8
This is of a young woman, who weTl call Suzie. Suzie was referred to you for help 
with her severe depression and suicidal ideation. In your first few sessions with this 
client, she was very tearfiil, describing how painfully depressed she feels. However, 
she reported having a supportive husband and a strong spiritual faith without which 
she doesn’t think she would have survived this long. She arrives at her next session 
and tells you that she is weighing up whether to end therapy with you earlier than you 
first advised. She explains that she believes her problems will ultimately only be 
resolved through prayer and so is wondering whether she should continue therapy.
If you were the therapist with this client, what would you do? How do you view her 
spiritual beliefs? Would you challenge them? Would you try to change them? What 
are your ethical responsibilities?
Some therapists might be inclined to respect Suzie’s decision and not to challenge it, 
while other therapists might be more likely to reject her decision as deluded and try to 
persuade her to continue with therapy (Rowson, 2001). Now of course I am presenting 
the extremes of the dilemma, and I imagine we would all want to explore her beliefs 
further with the hope that in doing so we could avoid having to make a judgment call. 
However, at some point our response will come down to a decision about how highly 
we prize the principle of autonomy (respecting Suzie’s choice to terminate therapy 
and to not impose one’s own belief verses beneficence (perhaps our belief that prayer 
is not the best way to help her recover from her depression) (if this is what you 
believe).
*Powerpoint slide 9
Or to take it even further one could argue that autonomy needs to be weighed up 
against the principle of non-maleficence (which is avoiding harm), as termination of 
therapy might put her at risk of self-harming or even committing suicide.
(Fostering ethical mindfulness)
If part of the difficulty of integrating spirituality into therapy has to do with therapists 
being unsure quite how to manage such ethical dilemmas, then careful consideration 
of our ethical obligations and options as well as guidance as to handle these ethical 
issues is likely to aid integration attempts.
Now, ethicists suggest that there are no ‘hard and fast’ rules about how to weigh up 
competing principles (Cross & Wood, 2005). Instead, therapists are urged to 
individuallv develop an ability to recognise the issues each situation presents and then 
be able to apply ethical insight into practice. The phrase that I think captures this well 
is “fostering ethical mindfulness” (Bond, 2000, p.242). I am very aware that this 
notion of individually developing ethical mindfulness is culturally specific as it is a 
very Western and post-modern idea. And I am also not denying the fact that there are 
a number of clear ethical duties that we all as Counselling Psychologists must adhere 
to. Nevertheless, in many situations, including working with spiritual values, 
determining the most ethical course of action is left up to the individual clinician. This
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is clearly reflected in the BPS (2006) Code o f Ethics and Conduct which states that 
each psychologist should “recognise that ethical dilemmas will inevitably arise in the 
course of professional practice” and “accept their responsibility (an assumed 
individual responsibility) to attempt to resolve such dilemmas” (p. 14).
The code goes on to outline how we ought to attempt to be resolve dilemmas, and that 
is by “identifying relevant issues and reflecting upon established principles, values, 
and standards” (p. 15); or as the PSI (2003) states “that the best ethical decisions come 
from considering all the relevant factors in a systematic manner” (p.3). So when 
working with spirituality-related issues in therapy, we are called, not to shy away from 
potentially difficult dilemmas, but instead to reflect upon, consider and weigh up our 
different ethical responsibilities within the situation.
(Ethical Theories)
Given the limits of this presentation and the fact that we are each called to develop our 
own ethical mindfulness, my aim is not to provide a ‘how to’ guide for ethically 
handling spiritual values in therapy. But instead I want to remind us that we have 
well-established ethical theories that we can apply to struggles we face when handling 
spiritual values in therapy. Indeed, ethical theories provide a way to reflect on 
established principles, values and standards, and help us consider all the relevant 
factors systematically as our codes suggest.
*Powerpoint slide 10
In particular. I’d like to draw our attention to two such theories that have traditionally 
dominated discussions of ethics: these are teleological (or consequentialist theories) 
and deontological theories (Pojman, 1990; Purtilo, 1999).
The basic difference between these two theories is that teleological theories assert that 
you weigh up principles based on what will achieve the best outcome. Whereas 
deontological theories suggest that certain principles are intrinsically right and should 
always be upheld regardless of the outcome (Duggan et al., 2006).
So, if take the teleological argument first and apply it to the case example of Suzie, 
when deciding how to handle the situation you ask ‘what will bring about the best 
outcome?’ Or given that psychologists in general reportedly have the ultimately goal 
of freeing their clients from psychological distress (Wallach & Wallach, 1983; 
Schwartz, 1986), the question becomes ‘what will enhance her psychological well­
being?’ On this basis, although respecting Suzie’s autonomy might be important, one 
could argue that what is more important is to ensure she stays in therapy, even if that 
means explicitly discouraging her or disagreeing with her belief in prayer.
The problem with teleological theories is the issue of paternalism which literally 
means acting like a father towards a person, as the therapist must presume that they 
know what is better for a client than the client does themselves. Not only is this 
questionable but, in doing so, one takes on a tremendous responsibility to calculate the 
psychological benefits as thoroughly as possible (Rowson, 2001) and of course not 
only in the short-term, but the long-term too.
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The principle of autonomy however, is more likely to be justified by applying 
deontological theories (Kitchener, 1984) as this is often a principle that is considered 
to be inherently right and so one is morally bound to uphold it. Applied to the case 
example, ultimately respecting Suzie’s autonomy might mean that her belief in prayer 
should not be undermined or perhaps, even questioned regardless of whether her 
terminating therapy would worsen her depression, or even put her at risk of suicide.
The deontological approach to ethical dilemmas is potentially more efficient in terms 
of time and conservation of emotional and intellectual energy as one doesn’t carry the 
burden of having to work out what will achieve the best psychological outcome. 
However, this is only the case if one has a clear hierarchy of principles (Rowson, 
2001). Whereas, if one values autonomy and beneficence equally, for example, then 
this can result in a catch- 2 2  situation where the therapist remains stuck in-between 
competing demands.
(Evaluating Ethical Theories)
Regardless of which ethical theory is employed, therapists may still arrive at the same 
decision as to how to handle spiritually-related ethical dilemmas. At the same time, 
within the same ethical theory, therapists can arrive at different conclusions 
(Kitchener, 2000; Haas et al., 1986). So these theories clearly do not conclusively 
determine how one ought to handle spiritual values ethically, but they aid us in 
conceptualizing, clarifying and organising competing demands within a logical 
framework (Callahan, 1988). Not only this, but they do help us work out our own 
personal understanding of ethical principles and approach to ethical dilemmas.
Thinking through ethical theories such as these, shows that we can indeed engage with 
this potentially sensitive and ethically-thorny issue in a reasoned and clear way. This I 
hope will give us confidence in working with spirituality in therapy, as opposed to 
having to avoid or withdraw from it.
*Powerpoint slide 11
(Conclusion^.
In conclusion, although there are grounds for therapists to integrate spirituality into 
therapy, handling spiritual values remain a source of ethical tensions and dilemmas. In 
order to aid integration attempts, therapists are urged to foster their own ethical 
mindfulness in order to be able to respond in a context-specific, flexible and confident 
way to varying spiritual beliefs (Duggan et al., 2006). Thoughtful consideration of 
ethical theories is one way of supporting the development of ethical mindfulness 
(Carrol, 1996; Francis, 1999; Kitchener, 2000).
Because we rarely have the luxury of extensive in-session time for decisions, careful 
ethical reflection out of therapy is essential. To assist this, the profession needs to 
foster a climate in which debates about ethical dilemmas are encouraged and where 
ethics are generally regarded as a habitual part of the daily life and work of the 
practitioner (Shillito-Clarke, 2003).
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In the mean time, we each remain responsible for weighing up ethical principles when 
deciding how to handle spiritual values in therapy. And I hope that as we each actively 
foster our own ethical mindfulness, this will initiate the ending of therapists’ fear, 
avoidance and confusion with handling spiritual values and instead we might begin to 
be able to confidently integrate spirituality into therapy.
*Powerpoint slide 11
*Powerpoint slide 12
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l i
Overview
• Clients’ and therapists’ attitude 
•Arising ethical dilemmas
• Our developm ent
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Q uotes
» “if you talk to me further down the line and she is still really 
entrenched in her religious beliefs you know, I might fee l 
differently about the frustration, because I guess to be fully 
honest there s a part o f me that would hope at some point 
that this could break down...so whilst on one hand I m not 
rushing to disrupt it..part o f my role, as I would see it, is to 
disrupt her religious beliefs...because I just do see it as a 
defense...and it is such an important part o f the work to try 
and lessen those defenses'"
« “I can say quite categorically that I w ont with any patient 
do anything to alter what they believe in...and that would 
apply to anyone...it is an ethical stance that I don't 
knowingly impose any o f my personal beliefs on a client"
Clients' perspective
* Increasing num bers report spirituality  is personally
i m p o r t a n t  (e.g. Ouffy, 1998; Mitler & T horesen, 1999)
* Clients w ant therapy to address th e ir sp irituality  (e.g.
Lindgren & Coursey, 1995; Pargam ent e t al., 2005)
» Preference depends “on counsellors' abilities to discuss 
w ithout imposing [their] own views/beliefs/practices"
(Rose e ta l . ,  2001, p.12)
» Concern beliefs would be underm ined  (e.g. Keating & Fretz, 1990;
Suarez, 2005)
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Therapists' perspective
Spirituality im p o rtan t to c lien ts/in  therapy  (e.g. Hathaway et ai.,
2 0 0 4 )
Fear, confusion, lack o f confidence (Baker & W ang, 2004; shafranske &
Malony, 1990; S tam ogiannou , 2006)
Concern regarding spiritual value influence or
i m p o s i t i o n  (Baker & W ang, 2004; Suarez, 2005)
Imposing spiritual values
British
^ Psychological 
Society
The
Xl/Î
Difficulty when spiritual values undermined psychological 
health
® withdrawal / avoidance (e.g. Crossley & Salter, 2005; Suarez, 2005)
*  c o n f u s i o n  (Stam ogiannou, 2006)
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Ethical d i lem m a
Responding to spiritual difference involved deciding 
w hat would and  w hat would n o t 'violate ethical
b o u n d a r i e s  (Lochner, 2007, p.27)
Conflict betw een ethical principles:
" Autonomy
® B c n c f l C C n C C  (Bam es, 2000; Bond, 2000; Kitchner, 2000)
Case Examp
Suzie was referred to you for help with her 
severe depression and suicidal ideation. In 
your first few sessions with this client, she was very tearful, 
describing how painfully depressed she feels. However, she 
reported having a supportive husband and a strong spiritual 
faith without which she doesn’t think she would have survived 
this long. She arrives at her next session and tells you that she is 
weighing up whether to end therapy with you earlier than you 
first advised. She explains that she believes her problems will 
ultimately only be resolved through prayer and so is wondering 
whether she should continue therapy.
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Weighing up ethical d i lem m as
* Autonomy vs. Beneficence / Non-maleficence
« Guidance about weighing up dilemmas = aid integration
• Fostering ethical mindfulness (Bond, looo)
® “P s y c h o lo g is ts  s h o u ld  re c o g n ise  th a t  e th ic a l d ile m m a s  w ill  
in e v ita b ly  a r ise  in th e  c o u rs e  o f  p r o fe s s io n a l p ra c tic e"  a n d  “a c c e p t  
th e ir  r e s p o n s ib i l i ty  to  a t t e m p t  to  re so lv e  su ch  d ile m m a s  (b p s, 2006, 
P14)
“th e  b e s t  e th ic a l d e c is io n s  c o m e  f r o m  
c o n s id e r in g  a ll th e  re le v a n t f a c to r s  in  
a s y s te m a t ic  m a n n e r ” (psi, 2003, p.3)
Ethical Theories (Pojm an, 1990; Purtilo, 1999)
L Teleological theories
* W hat w ill achieve the best outcom e? W hat w ill enhance her
psychological w ellbeing? (Jackson, 2008; Schwartz, 1986)
> Problem o f  ‘paternalism ’ (Rowson, 2001)
2. Deontological theories
• Certain principles inherently right e.g. autonomy? (Kitchener, 1984)
> Hierarchy o f  principles? ^  ‘catch-22’?
Theories as tools for conceptualising, clarifying and organising
competing demands (Callahan, 1988; Canol, 1996: Francis, 1999; Kitchener. 2000)
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Conclusion
» G rounds for in tegrating spirituality  b u t rem aining 
ethical tensions
Im portance o f fostering ethical m indfulness by 
considering ethical theories
O ut-of-session reflection assisted by 
professional clim ate (shiiiito-ciarke, 2 0 0 3 )
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